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Peritonitis, Intestinal Obstruction, and Wound 


Dehiscence 


G. T. WATTERSON, M.D. 
CONNERSVILLE, INDIANA 
AND 


THOMAS B. NOBLE, M.D., F.I.CS. 


frequently observed than in former 
years. A false syllogism has led to 
the implication that the treatment of 
peritonitis, therefore, requires less atten- 


tion. 
Until the plant world abandons its 


attack on the human race, until trauma 
absents itself from the world and until 
the healing process sublimates itself to 
man’s will, surgeons will encounter peri- 
tonitis “head on.” They must treat it 
effectively if the person affected is to 
survive. 

During the development of the case 
history of the patient here described, noth- 


ik has been said that peritonitis is less 
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ing in the physical examination or the 
operation performed gave any premoni- 
tory sign of impending calamity. Clean 
and elective subtotal hysterectomy was 
performed by experienced hands, with no 
delay or break in established technic. 

After several days of the usual type 
of convalescence there began a rise in 
temperature and adequate antibiotic ther- 
apy was given. There was no response; 
the symptoms increased, and distention 
marked the beginning of partial obstruc- 
tion. Intubation gave incomplete relief. 

The usual blood transfusion and fluid 
replacement accompanied use of the in- 
dwelling tube, but nothing stopped the 
progress of the distention. 

There was a marked failure of blood 
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pressure, with cyanosis, cold extremities 
and indications of impending death. The 
midline incision opened to its full length, 
and small bowel, not covered with 
omentum, bulged forth. The condition of 
the patient argued against any manipu- 
lation. Massive peritonitis was diagnosed 
by observation. 

Although no effort to improve the pa- 
tient’s condition was lessened, there was 
no response in twelve days. The small 
bowel became covered with a thick smooth 
layer of granulation tissue (Fig. 1A). 

We could add nothing to the supportive 
measures already in use, other than sur- 
gical attack on the peritonitis. This we 
began immediately. The illustrations show 
the pathologic conditions revealed. 

Figure 1A.—In the presence of the 
severest peritonitis there is inflammatory 
softening of the intestinal wall.' New 
blood vessels may be observed bridging 
through fibrin from loop to loop of intes- 
tine or to the parietal abdominal wall. 
Liberation of this maze by dissection is 
most difficult. There are no anatomic land- 
marks. Tissues may be destroyed by pull- 
ing or by finger pressure. ‘The dense layer 
of abnormal fibrin accompanying the 
granulation tissue covering of the exposed 
intestine is clearly seen. 

Figure 2B.—As coil after coil of gut 
was identified and its abnormal attach- 
ments severed, pus, digestive juices and 
tissue fluids were aspirated. This was 
attended by a real danger not unusual in 
the treatment of advanced peritonitis. 
Obstructions make for gas accumulation 
throughout the small bowel. When a por- 
tion is freed, a sudden rush of gas to that 
loop may put too great a strain on the 
edematous and extremely friable mesen- 
tery. Alert, expectant assistance can pre- 
vent this accident, which we have not 
experienced in our thirty years of such 
surgery in many different hospitals. How- 
ever, the danger is easily recognizable at 
every such dissection. 

Figure 2A.—The three criteria of fatal 
peritonitis actually present are multiple 
abscesses along the small bowel, multiple 
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intestinal obstructions and much loss «f 
peritoneum through inflammation.? We 
have observed that all three are involv:| 
in every case. The resolution of an ai.- 
scess proves that the anatomic pictuie 
accompanying such an aftermath of i:- 
flammation is that of portions of intes- 
tinal wall that are remote from each other. 
These portions are tied together to a point 
of mesenteric area, so that there can be no 
escape.® Therefore, obstruction is the nat- 
ural consequence of abscess, as is loss of 
peritoneal surface. For any mechanica! 
fixation there can be no actual therapy 
other than mechanical treatment, i.e., sur- 
gical intervention. This fact, plus our 
more than thirty years of experience, re- 
futes the earlier teaching that it is fool- 
hardy to attack acute disseminating peri- 
tonitis. Even in such an unfavorable case 
as that represented by Figure 2A, there 
is no other direct approach. 

Figure 2B.—Multiple abscesses close to- 
gether may make a most confusing snarl] 
of intestine. The swollen mesentery, with 
its adhered and fused intestine and omen- 
tum, may not be an accurate guide to dis- 
section for liberation. We find that we 
are forced-to follow the mesentery, then 
a loop of intestine, and then to revert to 
another part of the field in our continuing 
dissection. There is no easy way. We have 
met this degree of intestinal fusion sev- 
eral hundred times, and found no two 
conditions alike. 

Figure 3A.—The multiple abscesses ob- 
served were of all sizes and ages. As is 
the rule, there were multiple obstructions 
through angulation at each abscess. The 
resolution of each abscess left many spots 
or large areas of intestinal wall unsup- 
ported by peritoneum or muscle. This was 
more the result of continued inflammation 
than of surgical trauma. Figure 3A is an 
actual photograph of typical paralytic 
ileus® in the presence of peritonitis. We 
have so many similar photographs that 
we venture the dictum that no other form 
of ileus is associated with peritonitis. It 
is entirely a mechanical artifact of in- 
flammation. 

Figure 3B.—As we dissected all patho- 


Fig. 1—A, inflammatory otbahen of intestinal sell B, coils of abnormal intestine identified and 
' abnormal attachments severed (see text). 
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Fig. 2.—A, photograph taken in a case of obstruction resulting from abscess (see text). B, con- 
fusing snarl of intestine resulting from multiple abscesses. 
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Fig. 3—A, photograph taken in a case of paralytic ileus with peritonitis (see text). B, lifting 
of necrotic small bowel from bottom of pelvis (see text). 
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logic portions of the intestine, many inches 
of necrotic small bowel were lifted from 
the bottom of the pelvis. For several rea- 
sons, this necrosis was impossible to diag- 
nose preoperatively. The question arises 
whether or not a mesenteric thrombus 
was the inciting cause of the peritonitis 
in this case. Here a fourth factor was 
added to the three criteria of fatality. 

Figure 4A.—Having removed the ne- 
crotic intestine, we were left with a con- 
gested mesentery stiffened by edema and 
fibrin. The ends of viable intestine, cer- 
tainly not “healthy,” were far apart. End- 
to-end or overlapping side-to-side anasto- 
mosis was not possible. Many years ago, 
one of us (T.B.N.) devised “wing anasto- 
mosis” to meet this mechanical condition.*® 
The intestinal wall was several millimeters 
thick, with the unfavorable conditions of 
edema, fibrin and infiltration by round 
cells. Mechanically, suturing was hazard- 
ous because the tissue was brittle. Figure 
4A shows the support clamp holding also 
the first layer of peritoneal catgut. No. 00 
running catgut, preferably plain, has been 
our choice for thirty-one years. An open- 
ing twice the diameter of the bowel seg- 
ment was made, continuous catut being 
used in layers as best identified. We argue 
against the use of nonabsorbable sutures 
because of the possibility of remaining 
foci of infection and because of foreign 
body reaction, which creates a local sof- 
tening of intestinal wall. We have been 
unable to discover any need for nonabsorb- 
able sutures, and the added time required 
for interrupted knotting is an unfavor- 
able factor. R. Smith’s contribution to 
this subject? is noteworthy and establishes 
the truth beyond doubt. 

Where the intestine has been sutured, 
for perforation or anastomosis, any dis- 
tention will probably break down the su- 
ture line, no matter what material was 
used. When there is no distention, any 
material has proved satisfactory in our 
hands. The use of pituitrin has a most 
important place in postoperative care.® 

Figure 4B.—After resection and wing 
anastomosis were accomplished, dissection 
advanced along the intestine. It is in- 
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correct to untangle all the pathologic in- 
testine first, and then begin other neede:: 
steps. After a few minutes this sort o! 
intestine will stick together so tightly 
that the underlying softened structure 
may tear at second separation. We un- 
tangle enough for two or three wings of 
plication at a time. Consequently, we can- 
not anticipate the pathologic condition 
lying just ahead as we advance upward, 
preferably from the terminal portion of 
the ileum toward and to the ligament of 
Treitz. Sharp dissection is often neces- 
sary when dense fibrin has disguised all 
landmarks, as shown here. Very often, 
touch alone can guide. We advise aspira- 
tion of all liquid rather than any form 
of sponging. The use of intravenous fluid, 
in addition to blood, is necessary to keep 
the intestinal surface moist and to insure 
safer handling. 

Figure 5A.—When the mesentery is 
long, there may be an abscess hidden at its 
very base. The full length of the small 
bowel was examined, as it must be in every 
case. In the upper portion there was some 
undamaged intestinal peritoneum, but to 
avoid unwanted fixation the mesentery re- 
quired plication. All of the small bowel 
of this patient was fixed in plication. There 
was one zone of peritoneal loss in which 
the intestinal wall was sound, although 
for many inches it had been buried in 
abscess. It was possible to submerge a 
loop to cover the area in which the peri- 
toneum was absent.’ This is done so that 
a cross-section of the middle loop is like 
the rifle barrel under a double-barrelled 
shotgun. The first and third loops are 
sutured over the second, only the angled 
ends being free. 

Figure 5B.—Continuous plication of all 
small bowel was done. A raw peritoneal 
surface was left in contact with the ab- 
dominal wall, which in turn showed little 
evidence of peritoneal substance. It was 
impossible to prevent even a small frac- 
tion of the adhesion formation in this 
case, because of the inflammation that 
was present throughout. Only by control 
of adhesion formation can obstructions be 
prevented. There is no alternative. 


Fig. 4A, support clamp holding also the first layer of “peritoneal” catgut (see text). B, 
progressive dissection of intestine. 
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Fig. 5—A, abscess of small bowel (see text). B, plication completed. 
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SUMMARY 


1. The closed pathologic abdomen may 
lead to blind therapeutic measures in the 
presence of peritonitis from any cause. 
Photographic study of pathologic condi- 
tions is the best support of diagnosis. 

2. The treatment of peritonitis is the 
resolution of the pathologic condition, 
which is largely mechanical and the in- 
escapable result of continued inflamma- 
tion. The operation here described un- 
tangles the fixations and obstructions, but 
also adds to peritoneal damage. 

8. If quickly fatal recurrent obstruc- 
tions and abnormalities are to be avoided, 
the involved intestine must be plicated 
throughout the affected regious. 

4. A case of extremely advanced peri- 
tonitis is described. Photographs of the 
pathologic condition establish the patho- 
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logic-anatomic picture and indicate the 
logical plan of treatment. 

5. This operation was done in June, 
1951. Recovery was very slow, and medi- 
cation was continued until October. More 
than 1,000 ampules of surgical pituitrin 
were needed during the four months of 
constant attention. Many millions_of units 
of antibiotics were used. A _ pellagroid 
condition was recognized and treated bv 
diet, transfusion and vitamins. Circula- 
tory stasis persisted for many weeks. 

6. Of course, even the many weeks of 
treatment would not have resulted in 
recovery of health and a normally func- 
tional intestinal tract, without superla- 
tive care and skillful attention. These 
were available in a small county hospital. 
The capacity for such service is not lim- 
ited to a few localities or persons. 

7. An ambition is realized, and its most 


Fig. 6.—Patient eleven months after operation. 
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extreme degree exemplified. The conquest 
of advanced_ peritonitis, formerly fatal, 
has been put on a logical and successful 
basis.® 


RESUMEN 


1. El abdomen patolégico cerrado 
puede conducir a una terapéutica ciega 
en presencia de peritonitis de cualquier 
causa. El] estudio fotografico de las con- 
diciones patolégicas es la mejor base para 
el diagnéstico. 

2. El tratamiento de la peritonitis con- 
stituye la resolucién del estado patoldgico, 
siendo grandemente mecanico y resultado 
ineludible de la inflamacién continuada. 
La operacién descrita deshace adherencias 
y obstrucciones, pero produce también 
dano peritoneal. 

3. Debe plegarse el intestino compro- 
metido en las regiones afectadas, para 
evitar obstrucciones recidivantes y anor- 
malidades rapidamente fatales. 

4. Se describe un caso de peritonitis 
muy avanzada. Las fotografias del estado 
patologico establecen el cuadro anatomo- 
patologico e indican el plan légico de 
tratamiento. 

5. Esta operacién se hizo en junio de 
1951. Convalescencia muy lenta y medica- 
cidn continuada hasta octubre. Se necesi- 
taron mas de 1,000 ampolletas de pitui- 
trina quirtrgica durante cuatro meses de 
atencién constante. Se usaron muchos 
millones de unidades de antibidticos. Se 
present6é un estado pelagroide, que fué 
tratado con dieta, transfusi6n y vitaminas. 
Estasis circulatoria  persistente por 
muchas semanas. 

6. No se hubiera podido obtener la re- 
cuperacion de la salud y el funcionamiento 
intestinal normal sin cuidado 6ptimo y 
atencién escrupulosa, a pesar de las 
numerosas semanas de tratamiento. Ser- 
vicio de tal naturaleza no se limita a unas 
cuantas localidades y personas. 

7. Se logra la realizacién de un deseo 
y se le demuestra ampliamente. La con- 
quista de la peritonitis avanzada, en otro 
tiempo fatal, se funda sobre una base 
légica y satisfactoria. 
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1. Bauchfellentzuendungen aller 
glichen Ursachen koennen, solange der 
erkrankte Bauch geschlossen ist, zu 
blinden therapeutischen Massnahmen ver- 
leiten. Photographische Studien bieten das 
beste Hilfsmittel in der Diagnose der 
pathologischen Verhaeltnisse. 

2. Die Behandlung der Bauchfellent- 
zuendung besteht in der Beseitigung der 
pathologischen Veraenderungen, die gro- 
ssenteils mechanischer Art und eine un- 
vermeidliche Folge anhaltender Entzuen- 
dung sind. Die hier beschriebene Opera- 
tion entwirrt die Verklebungen und 
Abklemmungen, traegt aber gleichzeitig 
zu einer weiteren Schaedigung des Bauch- 
fells bei. 

3. Wenn unter Umstanden rasch zum 
Tode fuehrende rezidivierende Absper- 
rungen und Veraenderungen vermieden 
werden sollen, muessen alle befallenen 
Darmabschnitte gefaeltelt werden. 

4. Ein Fall von aeusserst vorgeschrit- 
tener Bauchfellentzuendung wird _be- 
schrieben. Photographien des Krankheits- 
zustandes “legen das _ pathologisch-ana- 
tomische Bild klar und geben die Richtung 
fuer einen logischen Behandlungsplan. 

5. Die Operation wurde im Juni 1951 
ausgefuehrt. Die Genesung erfolgte sehr 
langsam und die Arzneiverabreichung 
wurde bis Oktober fortgesetzt. Waehrend 
ununter brochener viermonatiger Be- 
handlung wurden ueber tausend Ampullen 
chirurgischen Pituitrins gebraucht. Viele 
Millionen Einheiten von Antibiotika ge- 
langten zur Anwendung. Ein pellagroider 
Zustand wurde erkannt und mit Diaet, 
Transfusionen und Vitaminen behandelt. 
Stauung des Blutkreislaufs bestand viele 
Wochen lang. 

6. Natuerlich wuerden ohne die aller- 
sorgfaeltigste Pflege und ohne sachkun- 
dige Beobachtung selbst die vielen Wochen 
der Behandlung nicht zur Genesung und 
zu einem normal funktionierenden Ver- 
dauungskanal gefuehrt haben. Die Moeg- 
lichkeit einer solchen Pflege ist keines- 
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wegs einigen wenigen Oertlichkeiten oder 
l’ersonen vorbehalten. 

7. Ein angestrebtes Ziel ist erreicht 
worden, und es wird hier. ein Beispiel 
seiner aeussersten Erfuellung gegeben. 
Bekaempfung der vorgeschrittenen 
-inst toedlichen Bauchfellentzuendung ist 
wuf eine logische und erfolgreiche Basis 
cestellt worden. 

RESUME 


1. Traiter un abdomen aigu sans faire 
investigation peut amener des consé- 
quences facheuses, surtout en présence 
une péritonite. De la, la nécessité d’un 
-xamen radiologique pour fins de diag- 
nostic. 

2. Le traitement de la péritonite con- 
siste & faire disparaitre la cause patho- 
logique qui est surtout mécanique de 
méme que le résultat inévitable d’une in- 
flammation persistante. L’opération 
crite défait l’obstruction et les adhérences 
avec cependant un certain péril pour le 
péritoine. 

3. Pour éviter une récidive, l’intestin 
pathologique doit étre plicaturé dans 
toutes les régions affectées. 

4. On rapporte un cas de péritonite 
trés avancée. Des photographies de la 
condition pathologique prouvent la lésion 
anatomo-pathologique et montrent la seule 
marche a suivre. 

5. Cette intervention fut pratiquéeen 
juin 1951. La guérison fut trés lente et 
la médication fut continuée jusqu’en octo- 
bre. Plus d’un millier d’ampoules de 
pituitrine furent injectées durant ces 
quatre mois d’attention soutenue, sans 
mentionner les millions d’unités d’anti- 
biotiques. Une complication de pellagre a 
bien répondu au traitement diététique 
auquel furent adjoints des vitamines et 
des transfusions. Une stase circulatoire 
persista plusieurs semaines. 

6. Il est entendu que seul un soin extra- 
ordinaire et une attention experte ont pu 
ramener la santé et la physiologie normale 
de l’intestin durant les plusieurs semaines 
de traitement. Ceci peut se trouver en plus 
d’un endroit. 
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7. Nous avons réalisé une ambition 
légitime dans son plus haut degré: celle 
de vaincre la péritonite grave, autrefois 
fatale, maintenant juguléepar un traite- 
ment rationnel. 

RIASSUNTO 


1. In presenza di una sindrome peri- 
tonitica, qualunque ne sia ]’etiopatogenesi, 
la mancata apertura dell’addome puo por- 
tare all’adozione di misure terapeutiche 
alla cieca. Lo studio fotografico delle alter- 
azioni patologiche rappresenta il migliore 
aiuto diagnostico. 

2. La cura della peritonite consiste 
nella risoluzione di stati patologici che 
sono, per la pil parte, di origine mecce- 
nica e sono l’inevitabile esito di uno stato 
infiammatorio continuo. La operazione 
qui descritta permette la lisi delle aderenze 
e la risoluzione degli stati occlusivi e, in 
pit, giova alle lesioni peritoneali. 

38. Se si vogliono evitare le occlusioni 
ricorrenti rapidamente fatali, |’intestino 
interessato deve essere invaginato per 
tutta la lunghezza dei tratti lesi. 

4. Viene descritto un caso di peritonite 
estremamente avanzato. Le immagini 
fotografiche delle lesiono patologiche in- 
dicano il quadro anatomo-patologico e il 
piano logico di cura. 

5. Tale intervento fu eseguito nel 
giugno 1951. La guarigione procedette 
assai lentamente, sicché la cura dovette 
essere continuata fino all’ottobre. Pit di 
mille fiale di pituitrina e molti cura assi- 
dua. Venne inoltre diagnosticato uno 
stato pellagroso, trattato con dieta, tras- 
fusioni e vitamine. La stasi circolatoria, 
inifine, persistette per molte settimane. 

6. Cid dimostra che le molte settimane 
di cura non avrebbero consentito il ricu- 
pero della salute ed il ritorno a una nor- 
male funzionalita intestinale senza cure 
complesse eseguite con costante ed attenta 
esperienza. La capacita di tali prestazioni 
terapeutiche non deve credersi tuttavia 
limitata a poche localita e a poche persone. 

7. Una meta é stata raggiunta, e il 
caso descritto ne rappresenta il limite 
massimo. Alla possibilita di guarigone 
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degli stati peritonitici avanzati, un tempo 
fatali, é stata data una base logica e 
foriera di suecesso.. 


SUMARIO 


1. O abdomen patologico fechado pode 
conduzir a medidas terapeuticas cégas em 
presenca de peritonite de qualquer causa. 
Estudos fotograficos de condigées patologi- 
cas sao o melhor suporte de diagnostico. 

2. Otratamento da peritonite é a resolu- 
cao da condicaéo patologica, a qual é 
largamente mecanica e o inevitavel re- 
sultado de continua inflamacgao. A ope- 
racaéo aqui descrita desembaraca as 
fixacdes e obstrucgdes mas adiciona tambem 
dano ao peritonio. 

3. Si obstrugdes fatais recurrentes de 
curso fulminante a anormalidades devem 
ser evitadas, o intestino deve ser plicado 
ao longo das regides afetadas. 

4. Um caso de peritonite extremamente 
avancada é descrito. Fotografias da con- 


digéo patologica estabelecem o quadro 


anatomo-patologico e indicam o plano 
logico de tratamento. 

5. Esta operacao foi feita em Junho de 
1951. A melhora foi lenta e a medicacaéo 
foi continuada até Outubro. Mais de 1.000 
ampolas de pituitrina cirurgica foram 
necessarias durante os quatro mezes de 
constante atencao. Muitos milhdes de uni- 
dades de antibioticos foram usados. Uma 
condicao pellagroide foi reconhecida e 
tratada por diéta, transfusao e vitaminas. 
Estase circulatoria persistiu por muitas 
semanas. 

6. Naturalmente, mesmo as muitas se- 
manas de tratamento nao resultariam em 
recuperacao da saude e em um aparellho 
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digestivo funcionalmente normal, sein 
cuidados superlativos e desvelada atencav. 
A capacidade para tal servico nao é limi- 
tada a umas poucas localidades ou pessdas. 

7. Uma ambicao é realizada e seu mais 
extremo grau exemplificado. O tratamento 
de avangada peritonite, antigamente fatal, 
é estabelecido sobre bases logicas e plenus 
de sucesso. 
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~The Cervix in Pregnancy 


CHARLES E. GALLOWAY, M.D., F.A.CS., F.I.C.S. 


EVANSTON, ILLINOIS 


changes in the uterine cervix during 

pregnancy are as yet not well es- 
‘ablished. These processes and of the vari- 
vus later effects of parturition are poorly 
inderstood by the physiologist, the path- 
jlogist and the practicing obstetrician 
alike. Most teachers have taught their 
medical students that the cervix is not to 
be visualized by the use of a speculum 
because of the risk connected with such 
instrumentation. At least ten current text 
books of obstetrics do not state specifi- 
cally that a speculum should be passed and 
the condition of the uterine cervix noted; 
in fact, in a few textbooks this procedure 
is discouraged. Many pregnant women 
have been kept in bed for days and even 
weeks and treated with expensive hor- 
mones for threatened abortion when the 
bleeding observed was due to a cervical 
polyp, an erosion, a decidual growth or 
a carcinoma. Teaching noninspection of 
the cervix in pregnancy has helped to re- 
tard professional knowledge of the vari- 
ous changes that occur therein. It be- 
hooves all members of the profession, 
therefore, to attempt to discourage such 
teaching and to acquire a more thorough 
knowledge of the various changes that 
take place in the uterine cervix during 
pregnancy and parturition. Certainly, no 
more profound changes occur in any other 
part of the body. 

Both the obstetrician and the general 
practitioner have been slow to accept ex- 
amination of the cervix in pregnancy, but 
they alone are not to be criticized when 
this paucity of men with such knowledge 
is discussed. The pathologist is just as 
lacking in knowledge of the cervical 
pathology of pregnancy. A. Hill of Eng- 
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land, in reporting a case of gross hyper- 
trophy of a pregnant cervix simulating 
cancer, found top-rank pathologists un- 
able to agree on the diagnosis of the 
biopsied material he presented to them, 
and one full professor of pathology wrote, 
“IT have no experience of the effect of 
pregnancy on the portio vaginalis cerv- 
icis.” If pathologists are to be ready to 
help with these problems, their knowledge 
will be acquired only if we perform biop- 
sies of all questionable lesions and request 
their examination and consultation. 
Edema and Increased Vascularity.—In 
pregnancy the most significant outstand- 
ing feature of the vaginal portion of the 
cervix visible through the speculum is its 
fluid content and the tension under which 
it seems to be, especially as the pregnancy 
advances. This is true particularly when 
lacerations from former deliveries have 
altered the circulation. This condition can 
never be fully appreciated through micro- 
scopic slides, because of the loss of fluid 
and the chemical shrinkage that take 
place in their preparation. The slightest 
injury can produce terrifying bleeding 
with the speculum in place, but, since this 
blood is generally under only venous pres- 
sure or less, the removal of the speculum, 
allowing the surrounding tissue to col- 
lapse against the bleeding area, will gen- 
erally lessen it markedly. A tampon is also 
much more effective at this time than 
it is when the cervix is firm. Nevertheless, 
owing to the condition of the cervix in 
pregnancy, removing tissue for micro- 
scopic study is risky, as has been learned 
by experience, and the practice is there- 
fore rather limited. The macroscopic 
changes, of course, are in turn directly 
related to the microscopic, but tissue in 
vitro is never exactly the same as tissue 
in vivo because of the difference in their 
fluid content, temperature, circulation, 
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and the various elements furnishing their 
color. 

Polyps —One of the most common 
lesions of the cervix in pregnancy is the 
polyp. Pregnancy seems to predispose to 
its development, because in pregnancy 
one encounters cervical epithelial hyper- 
plasia, and, as Hofbauer says, it “may 
exhibit certain features of metaplasia and 
the production of these tongues of pro- 
liferating epithelial cells may represent 
an important link in the chain of causa- 
tive factors for the later development of 
malignancy.” This is also another very 
good reason why all postnatal erosions 
and granular areas should have careful 
inspection and treatment. I have had 
3 patients in whom polyps developed dur- 
ing different pregnancies. Mrs. W. E., 
aged 27 years, para 1, gravida 1, com- 
plained of spotting on May 4, 1935, when 
three and one-half months pregnant, and 
she was told to remain in bed for a while, 
which she did. At six and one-half months, 
during her sixth visit after the first, a pea- 
sized polyp of the cervix was discovered 
and removed with the actual cautery. De- 
livery occurred three months later. During 
her second pregnancy two years later, at 
eight months, she was symptom-free, but 
a larger polyp than that aforedescribed 
was removed from the cervix in the same 
manne; as the first. She had a spontane- 
ous delivery seven weeks later. During her 
third pregnancy, eight years later, at six 
months, on May 17, 1945, she called and 
reported some bluody show. In view of her 
past history, she was told to come to the 
office. A very large and long polyp was 
hanging from the cervical canal and had 
begun to bleed. (I must confess the cervix 
had not been looked at for three and one- 
half months.) This polyp, like the others, 
was removed with a cautery, and she went 
about as usual and was symptom free. 
However, on August 5, four weeks from 
term, she reported painless bleeding 
again, and this time she was hospitalized. 
A sterile vaginal examination was made 
and no placenta was felt. A diagnosis of 
placenta praevia was made, however, and 
she was kept in bed. She had some in- 
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termittent bleeding, but this becane 
severe four weeks later, in the middle «‘ 
the night, and delivery was accomplishe:| 
by cesarean section. The placenta bordere«| 
the internal os of the cervix and was situ- 
ated on the posterior wall. The infant was 
a normal girl weighing 6 pounds and 5 
ounces (3,863 Gm.). This case illustrates 
five points: (1) cervical polyps are rather 
frequent in pregnancy; (2) all polyps do 
not bleed; (3) polyps may simulate 
placenta praevia; (4) they can be re- 
moved with safety, and (5) painless 
bleeding in late pregnancy should always 
be considered evidence of placenta praevia 
regardless of other abnormalities, such 
as polyps, if the bleeding is more than 
just a show. 

There may well be some relation be- 
tween this predilection of the pregnant 
cervix toward these tongues of proliferat- 
ing epithelial cells and the later develop- 
ment of malignancy. 

Erosion.—Erosions that exist prior to 
conception, may under the various factors 
associated with pregnancy, begin to bleed. 
Increased vascularity, pressure, prolifera- 
tive changes, hormones and the change in 
the bacterial flora of the vagina may cause 
an eroded cervix to bleed, and many times 
this bloody show is diagnosed as threat- 
ened abortion or placenta praevia. Many 
times the external os of the cervix be- 
comes everted owing to its increased fluid 
content, the proliferation of the cervical 
mucosa and the weight of the pregnant 
uterus. It is possible to cauterize the 
cervix in pregnancy, but from experience 
one would say that the annoyance from 
the bleeding after cauterization in preg- 
nancy far offsets its therapeutic value. 
Also, the resulting effect is not satisfac- 
tory. 

No one has been able to prove that 
cervical erosion and mild, chronic, non- 
specific cervicitis are factors in puerperal 
morbidity, nor is previous cervical trauma 
a factor either. Conti and others in 1941 
cultured material from the vaginas of 275 
pregnant patients for various organisms. 
They made 275 aerobic cultures and 177 
anaerobic cultures, and 27 different or- 
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ganisms were observed, 14.5 per cent of 
which were streptococci. They then fol- 
Jowed these cases and had a gross puer- 
peral morbidity rate of only 10.5 per cent. 
In 6 of the 28 cases of morbidity the con- 
ditions were extragenital. It would seem, 
therefore, that once pregnancy has started 
the patient will not benefit by attempts 
{9 treat cervical erosions and lacerations 
that are symptom-free, even though the 
treatments employed do not cause abor- 
tion. If, however, the patient has an ero- 
sion that furnishes bloody show, then 
ireatment is indicated; but in pregnancy 
it seems wiser to use cautic astringents 
yather than the cautery. A primipara aged 
34 began to have bloody show at seven 
months. She had had one treatment by 
cautery for a large cervical erosion before 
the pregnancy began. When a speculum 
was passed, the bleeding was found to be 
coming from the surface of the eroded 
cervix. Negatol was applied to this sur- 
face several times, and she was free of 
bleeding for the remainder of the preg- 
nancy. Bloody show in pregnancy calls 
for careful investigation that should in- 
clude visualization of the cervix, but 
radical procedures should be avoided. 

Verrucae.—Verrucae of the cervix are 
not rare and may at times furnish some 
concern to the examining physician. They 
are by no means all venereal in the sense 
that they are associated with gonorrhea 
or syphilis. In most cases they disappear 
as mysteriously as they come. When such 
warts are discovered, biopsy is indicated 
and will in such cases cause very little 
bleeding, especially if one uses the radio 
knife. Mrs. E., para 1, aged 22 years, 
presented an interesting case of multiple 
verruca simplex thickly scattered over the 
upper part of the vagina and the vaginal 
surface of the cervix. She was first seen 
at two and one-half months. Biopsies 
were performed; the diagnosis was estab- 
lished, and no treatment was given. She 
was cared for by another physician and 
was not seen again until eight weeks post 
partum. By that time all of the warts had 
disappeared. 

Hyperactive Basal Layer and Epider- 
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mization.—Epidermization is observed in 
about 20 to 30 per cent of cervical biopsies 
in pregnancy, but this incidence is no 
higher than one would expect. Auerbach 
and Pund studied 600 cervices; by making 
from 4 to 10 blocks of each, they were 
able to demonstrate squamous metaplasia 
in 72 per cent. Carmichael and Jeaffreson 
observed areas of atypical multilayered 
epithelium in 137 of 334 cervices removed 
at operation, or an incidence of 41 per 
cent. Danforth, in his study of the 
squamous epithelium and the squamo- 
columnar junction of the cervix during 
pregnancy, stated that no changes oc- 
curred in the pregnant group which could 
not also be observed in the nonpregnant, 
but went on to say that mitotic figures 
were increased five times, that active 
nuclei were increased in the midzone and 
metaplasia and inflammatory reactions 
were twice as frequent in pregnancy. One 
of the statements made by Carmichael 
and Jeaffreson I should like to quote: 
“Epithelium that is undergoing atypical 
proliferation is probably more apt to be- 
come malignant. Reproduction and disease 
probably have little effect on the inci- 
dence. Endocervical epithelium can under- 
go a process of gradual metaplastic trans- 
formation into squamous epithelium, los- 
ing its function of secreting mucin, and 
assuming that of storing glycogen; it is 
thus transformed both in function and 
structure.” 

The question arises, can this metaplas- 
tic transformation go the other way, from 
squamous cell nests, or nests of indif- 
ferent cells that have remained planted 
under the secreting columnar cells taking 
on a secretory function? Novak has ex- 
pressed the opinion that it cannot. Does 
squamous epithelium always push glan- 
dular epithelium out and away? These 
questions cannot be answered at present, 
nor can the influence of pregnancy on the 
areas be established. Pregnancy probably 
is not related in any way to this observa- 
tion, because Carmichael and Jeaffreson’s 
incidence was 35 per cent for women 
under 50 years, as compared with 50 per 
cent for women over that age. 
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Papillary Outgrowths and Prolifera- 
tion of Glands——Fluhmann, in reporting 
on 89 specimens of: tissue removed from 
the cervix in pregnancy, expressed the 
opinion that proliferation of glands is the 
most striking change observable and 
stated that the so-called cervical erosion 
of pregnancy is an adenomatous lesion 
rather than an erosion. I am inclined to 
agree, but it would seem that the increase 
in fluid in the tissues as described in gross 
pathologic reports may furnish some mis- 
interpretation here. What seems like pro- 
liferation may be a crowding of glands 
caused by fluid loss in preparation. As 
has been stated, the microscopic picture 
of this tissue is not always the true one, 
because of the changes that occur between 
its procurement and its ultimate staining. 
There is, however, considerable prolifera- 
tion, and the question arises: Is it this 
change, together with others accompany- 
ing it, that lays the groundwork for a 
malignant change later? 

Decidual Reactions.—The word decidu- 
ous is derived from the latin decidere (to 
fall off), and in the medical dictionary 
decidua is defined as “the mucous mem- 
brane which lines the uterus and sur- 
rounds the ovum during pregnancy and 
is thrown off after parturition.” Anyone 
who has studied pelvic pathology is quite 
familiar with the fact that a decidual 
reaction can be observed in almost any 
pelvic structure during pregnancy, includ- 
ing the surrounding peritoneum. It is like 
gold to a prospector in that it occurs 
wherever you find it, but you can not 
predict where it will be found. Bausch 
and his associates reported on 7 necropsies 
of pregnant women and 3 postpartum 
hysterectomies, and in only 4 of the 10 
was decidual reaction present in the cer- 
vix. These authors gave decidual reactions 
in the cervix as a cause of bleeding in early 
pregnancy and stated that it is not neces- 
sarily associated with inflammation or 
endometriosis. Stokes, reporting unusual 
cervical changes during pregnancy, stated 
that in 9 of 10 cases of decidual reaction 
there was chronic infection also, and 
quoted Meyer and Frankl as stating that 
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chronic infection may predispose to decic- 
ual reaction. Hennessy has reported a: 
unusual decidual reaction in a 46-year-o]:| 
woman, gravida 6, who had had a Man- 
chester repair; this reaction looked very 
much like carcinoma. Klein and Domeier 
reported on a 23-year-old woman, gravid: 
1, para 0, who at six weeks from tern: 
had what appeared to be a normal cervix 
with no bloody show and then, when one 
week overdue, began to have painless 
bleeding. The entire anterior cervical lip 
had been replaced by a soft friable mass. 
At the time of biopsy a specimen from 
this mass proved to be a decidual reac- 
tion. Four weeks later another biopsy was 
made and showed only normal cervical 
tissue. 

Hill, in the British Journal of Obstetrics 
and Gynecology, reported the case of a 
woman, para 1, gravida 2, who had a large 
infected mass exuding pus, that filled the 
entire upper part of the vagina. In only 
one week, during which she was observed 
between the biopsies, enormous hyper- 
trophy occurred. Antibiotics reduced the 
amount of pus present. She was delivered 
by cesarean section and made a rapid, 
complete recovery. Four months later a 
biopsy showed no evidence of carcinoma 
or decidua. 

Martin and Kenny of the Post Graduate 
Medical School of London reported an 
interesting case of changes in the cervix 
uteri simulating adenocarcinoma in two 
successive pregnancies. The patient had 
had two normal deliveries. At the twenty- 
eighth week of the third pregnancy she 
began having a bloody discharge, and 
examination revealed a friable peduncu- 
lated posterior cervical lip. Biopsies were 
performed and the pathologist’s report 
was adenocarcinoma, but several other 
eminent pathologists had divergent views. 
A cesarean section was performed, and 
seventeen days later nothing abnorma! 
could be observed on the cervix. Another 
examination one year later confirmed this. 
During the patient’s fourth pregnancy, 
at about the thirty-first week, she was 
found to have a large friable polyp like 
a branch of cauliflower with a thin base. 


1. Laceration. Patient two months pregnant. 2. Same cervix at six months, showing 
tremendous proliferation. 


3. Polypoid proliferation in two-month preg- 4. Same cervix at five months. 
nancy; no treatment performed. 


5. Polypoid proliferation in pregnancy of 6. Large cervical polyp. Patient six 
three and one-half months. months pregnant. 
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It showed the same histologic picture that 
had been revealed -by the biopsy in the 
third pregnancy. She was delivered by 
cesarean section, after which total hys- 
‘erectomy was performed. No pathologic 
change was present. 

Taussig listed eleven possible sites 
where deciduosis may occur, but of Fluh- 
mann’s 89 cervical lesions in pregnancy 
none were decidual masses. Lopan stated 
‘hat decidua does not form in previous 
-ndometrial implants, but may occur in 
ny part of the cervix. In my own cervical 
jiopsies of pregnancy, I find that 4 out 
f 10 show deciduosis, and no explanation 
can be made. As a rule deciduosis is never 
solid, but appears in quite discrete patches 
at times, and also may consist of only 
a few neighboring cells here and there. 
Apparently it is by no means a constant 
observation in this part of the cervix 
during pregnancy. Ectopic decidua seems 
to occur in redundant tissue more often 
than in the main structure. Where there 
are papillary outgrowths into the cervical 
canal, three of these papillae may be filled 
with leukocytes, round cells and plasma 
cells, and the fourth may be solid decidual 
formation covered intact with columnar 
epithelium. 

Whenever during pregnancy one en- 
counters bleeding or an exogenous mass 
or both, deciduosis must always be con- 
sidered. The biopsy specimens must be 
seen by several pathologists, and even 
then, if malignancy is suspected, one 
should be slow to institute radical therapy. 

Carcinoma.—There seems to be some 
definite relation between carcinoma of the 
cervix and parturition. About 90 to 95 
per cent of all cervical carcinomas re- 
ported thus far have occurred in parous 
women. This gives us a ratio of parous 
to nonparous women of 18 to 1. On the 
other hand, of every 100 American women 
aged 45 or over, only approximately 70 
are parous and 30 are nonparous, or a 
ratio of only 2.3 to 1. Putting these two 
figures together, one can safely reason 
that cervical carcinoma is eight times as 
frequent in parous as in nonparous women. 
According to the United States Census of 
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1940, the total female population aged 
45 to 49 was 4,647,760. The total number 
of parous women of that age was 3,161,- 
066, or 68 per cent. The total percentage 
of women who had been married was 81, 
and that of women never married was 
18.1. Of the first group, 16.1 per cent 
were sterile or barren and 83.9 per cent 
were parous. Raymond Pearl, in The Nat- 
ural History of Population, said that of 
every 100 women aged 45, 70 are parous 
and 30 are nonparous. Maliphant, of the 
Cardiff Royal Infirmary in Wales, stated 
that among women in that country in 
1949 aged 35 to 64, the possibility of car- 
cinoma of the cervix developing in any one 
vear averaged 1 in 21,000 among single 
women, 1 in 6,500 among childless mar- 
ried women and 1 in 1,500 among parous 
women. What, then, are these changes 
occurring in pregnancy and labor that 
may lead to malignant diseases as a later 
date 

Kobak, Fitzgerald, Freda and Rudolph 
reported 8 cases of cervical carcinoma in 
pregnancy. Among other pertinent and 
informative statements they said, “Car- 
cinoma is thought to be so improbable in 
pregnancy that other causes of bleeding 
are given stubborn precedence in diag- 
nosis and therapy.” Maino, Broders and 
Mussey reported 26 cases of carcinoma 
in pregnancy. Twenty of the cases were 
followed, and 6 patients remained alive 
more than five years. In their opinion the 
cure rate is about the same as in non- 
pregnant women. They had 9 patients 
who went to term, and bleeding was pres- 
ent in 90 per cent. 

Johnson and Weinfurtner reported 12 
cases of cervical carcinoma. Their rules 
for treatment of the disease are as fol- 
lows: 

1. Empty the uterus and do not curet. 

2. Insert radium into and on either 

side of the cervix, giving a total 
of from 4,500 to 5,000 milligram 
hours in one to three applications. 

3. Follow that with high voltage roent- 

gen therapy (4,000 to 6,000 R. 
units). 
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4. Six weeks to three months later, do 
a radical Wertheim procedure. 
They reported no surgical mortality and 
no fistulas, and only 15 per cent of their 
patients had symptoms referable to the 
bladder. 

In the past twenty-eight years of pri- 
vate practice I have encountered 2 carci- 
nomas during pregnancy and 1 that was 
discovered accidentally six weeks post 
partum by using the Schiller test with 
Gram’s iodine solution. All 3 were in- 
vasive squamous cell carcinomas, and 2 of 
the patients are still alive and well; 1 
after twenty-one years and the other after 
seventeen. Both of them have been in the 
office for routine examinations within the 
past six months. The third patient, on 
whom I operated in 1925, died of peri- 
tonitis on the eighteenth postoperative 
day after hysterectomy preparatory to 
the application of radium and roentgen 
therapy. The Schiller test for glycogen- 
free areas, even in pregnancy, is a valu- 
able aid in detecting abnormal epithelium 
and in directing one to the right area for 
biopsy. 

At present, owing to inexperience and 
overenthusiasm on the part of some gyne- 
cologists, the diagnosis of carcinoma in 
situ in pregnancy is made entirely too 
often. This questionable diagnosis, cou- 
pled with extreme enthusiasm, is leading 
some physicians to order termination of 
the pregnancy, total hysterectomy, ra- 
dium and roentgen treatment and other 
drastic measures that are properly used 
for definitive invasive carcinoma. In 
many of these patients, if treated conser- 
vatively, invasive carcinoma will not de- 
velop; in fact, a good many lesions that 
are diagnosed as carcinoma in situ in 
pregnancy will later on show no evidence 
whatever of any so-called ‘“carcinoma- 
tous” change in the vaginal or cervical 
epithelium. It is in order, therefore, to 
sound a strong note of caution against 
this radical treatment based on question- 
able diagnoses. 

Emil Novak, in discussing Johnson’s 
report of 12 carcinomas in pregnancy, 
had this to say: “The whole question of 
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intraepithelial carcinoma is still a som: - 
what confused one and we still know con.- 
paratively little as to the chronologic:i| 
and sequential relation between this lesion 
and actual invasive cancer.” 

Epperson, Hellman, Galvin and Busby 
of John Hopkins reported 5 cases in which 
a diagnosis of carcinoma in situ was made 
during pregnancy and after delivery no 
evidence of carcinoma could be detected 
by repeated biopsies. One must, there- 
fore, concede that knowledge of these early 
epithelial changes simulating malignant 
change during pregnancy is not sufficient 
to warrant any radical procedure. 

After considerable study of this prob- 
lem of the cervix in pregnancy, I must 
write the same summary that was written 
three years ago and, because of unex- 
pected and in some cases unchecked en- 
thusiasm for radical treatment, add the 
fifth point as a note of caution. 


SUMMARY 


1. Visualization of the cervix should 
be a part of prenatal care. 

2. A show of blood in pregnancy calls 
for inspection of the cervix in many cases. 
In the past this has been omitted in too 
many cases. 

3. Knowledge of the changes occurring 
in the cervix during pregnancy is lim- 
ited, and less is known about the gross 
pathologic changes than about the micro- 
scopic. 

4. There is apparently some relation 
between parturition and cervical carci- 
noma. Surgeons must, therefore, acquire 
the knowledge to explain this relation. 
Repeated inspection of the cervix, together 
with biopsy when indicated, should pro- 
mote this understanding. 

5. Carcinoma in situ in pregnancy 
should be treated with extreme conserva- 
tism until a knowledge of this lesion has 
made considerably more progress. 


SUMARIO 


1. A vizualizacao da cervix deveria ser 
parte do cuidado prenatal. 
2. Uma amostra de sangue na gravidez 
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clama por inspecao da cervix em muitos 
casos. Em numerosas vezes isso nao tem 
sido feito. 

3. O conhecimento de alteragdes que 
ocorrem na cervix durante a gravidez é 
‘imitado e menos é sabido a respeito das 
alteragdes patologicas maiores do que a 
vespeito das microscopicas. 

4. Ha, aparentemente, alguma relacao 
entre parturicao e carcinoma cervical. Os 
cirurgides precisam, portanto adquirir 
conhecimento para explicar esta relacdo. 
Repetidas inspecdes da cervix, juntamente 
com biopsia, quando indicada, devem 
promover este entendimento. 

5. O carcinoma in situ na gravidez 
deveria ser tratado com extrema conserva- 
cao até que o conhecimento desta lesao 
tenha feito mais consideravel progresso. 


RESUMEN 


1. La visualizacién del cervix debe 
formar parte del cuidado prenatal. 

2. Una muestra de sangre en el em- 
barazo inclina a la inspeccion del cervix 
en muchos casos. Anteriormente se omitia 
esto en demasiados casos. 

3. El conocimiento de las modifica- 
ciones cervicales durante el embarazo es 
limitado, siendo mucho menos conocidas 
las modificaciones patologicas macros- 
cépicas que las microscépicas. 

4. Existe aparentemente alguna _ re- 
lacién entre parto y carcinoma cervical. 
En consecuencia, los cirujanos deben 
adquirir el conocimiento para explicar 
esta relacién. La inspeccién repetida del 
cervix, con la biopsia cuando esta indicada, 
promovera este conocimiento. 

5. El carcinoma in situ en el embarazo 
debe tratarse en forma extremadamente 
conservadora, hasta que el conocimiento 
de esta lesidn haya progresado mucho 
mas. 

ZUSAM MENFASSUNG 
1. Die Besichtigung des Gebaermutter- 


halses sollte einen Teil der Schwanger- 
schaftsueberwachung bilden. 


GALLOWAY: THE CERVIX IN PREGNANCY 


2. Das Auftreten von Blutungen in der 
Schwangerschaft erfordert in vielen 
Faellen eine Besichtigung des Gebaermut- 
terhalses. Dies ist in der Vergangenheit in 
zu vielen Faellen vernachlaessigt worden. 

3. Unsere Kenntnis von den waehrend 
der Schwangerschaft im Gebaermutter- 
halse eintretenden Veraenderungen ist be- 
schraenkt, und die makroskopischen patho- 
logischen Vorgaenge sind noch weniger 
bekannt als die mikroskopischen. 

4. Es besteht offenbar eine gewisse 
Beziehung zwischen dem Gebaervorgang 
und dem Zervixkarzinom. Der Chirurg 
muss Kenntnisse sammeln, um _ diese 
Beziehung aufzuklaeren. Wiederholte Be- 
sichtigungen des Gebaermutterhalses ver- 
bunden, wenn angezeigt, mit Probeexzi- 
sionen werden das Verstaendnis dieser 
Beziehung foerdern. 

5. Ein Karzinom “in situ’ waehrend 
der Schwangerschaft sollte, solange wir 
nicht erheblich mehr Kenntnisse von 
dieser Erkrankung gewonnen haben, aeus- 
serst konservativ behandelt werden. 


RIASSUNTO 


1. Un’inspezione del collo uterino do- 
vrebbe far parte delle cure pre-natali. 

2. Una perdita ematica in corso di 
gravidanza, esige una ispezione del collo 
dell’utero in molti casi. In passato cid é 
stato troppe volte omesso. 

3. La conoscenza dei mutamenti che 
avvengono nel collo dell’utero in corso di 
gravidanza é limitata, e si sa meno delle 
variazioni macroscopiche che di quelle 
istologiche. 

4. Con ogni verisimiglianza c’é qualche 
ralazione fra il parto e il carcinoma cer- 
vicale. I chururghi, pertanto, debbono 
acquisire conoscenze che servano a spie- 
gare questa relazione. Cid pud essere 
ottenuto con ripetute inspezioni del collo 
uterino, assieme al prelievo di frammenti 
per una biopsia, allorché sembri indicato. 

5. Il carcinoma localizzato, in corso di 
gravidanza, deve essere curato con metodi 
est remamente conservativi fino a che non 
si siano fatti maggiori progressi nella 
conoscenza di tale lesione. 
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RESUME 


1. L’examen oculaire du col devrait 
étre fait avant la naissance. 

2. Le saignement de la grossesse post- 
ule une inspection du col. Cet examen a 
été malheureusement trop souvent omis. 

3. On ignore habituellement les modif- 
ications du col qui se font durant une 
grossesse et l’on connait mieux les change- 
ments microscopiques que les macro- 
scopiques. 

4. Il existe certainement un rapport 
entre la grossesse et le cancer du col 
utérin. I] est done important que les chir- 
urgiens connaissent ces rapports afin de 
les reconnaitre lors d’une biopsie du col 
a la suite de l’examen de ce dernier. 

5. Le cancer du col utérin de la 
grossesse doit étre traité avec prudence et 
doit étre surveillé avec circonspection. 
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Value of Phlebography in the Diagnosis of 


Intermittent Obstruction of the Subclavian Vein 


PIETRO TAGARIELLO, M.D., F.I.C.S. 


PADUA, ITALY 


drome of the upper extremity, char- 

acterized by sudden occurrence dur- 
ng exertion, that requires the use of the 
upper extremity when this is a_ usual 
activity for the patient (work or sport) 
as well as in the case of strain. 

The symptoms consist of pain in the 
shoulder that sometimes spreads to the 
entire limb; venous turgor in the most 
exposed subcutaneous veins (volar re- 
gion of the elbow and dorsal region of the 
hand); cyanosis, which is more notice- 
able in the distant segments of the limb 
(hand, forearm) ; swelling due to venous 
stasis in the tissues of the extremity, 
which becomes enlarged, tense and elastic, 
and increase of the venous pressure in the 
same region. 

The syndrome disappears completely if 
muscular activity of the limb ceases, but 
it occurs again whenever the work or 
exertion that caused it is repeated. 

This is the syndrome that I have named » 
“syndrome of intermittent obstructed 
venous discharge in the upper extremity” 
(Bollettino della Societa Triveneta di 
Chirurgia, April 1951). It is due mostly 
to intermittent obstruction of the sub- 
clavian vein. Under this name, “intermit- 
tent obstruction of the subclavian vein’, 
I found some cases in the American liter- 
ature in which the diagnosis was made by 
phlebographic studies, which showed an 
“image by stenosis” or an “image by 
blocking” of the opaque phlebographic 
column in the subclavian vein. 


[asome is a particular venous syn- 


REPORT OF CASES 


CASE 1 (MacLaughlin and Popma, 1939) .— 
Phlebographic study before operation showed 


Professor in Charge of Surgical Anatomy, University of 
Padua School of Medicine. 
Submitted for Publication Feb. 4, 1952. 


an “image by blocking” in the subclavian 
vein at the level of the first rib. Partial sec- 
tion of the anterior scalenus muscle was done, 
and the patient immediately had a good re- 
covery. Phlebographic control no longer 
showed an “image by blocking’. 

CASES 2, 3, 4 and 5 (MacCleery, Kesterton, 
Kirtley and Love, 1951).—In the first case 
phlebographic investigation was not carried 
out because the patient did not tolerate the 
diodrast; in the other 4 cases the phlebo- 
graphic picture is described as follows: 

Case 2: Partial obstruction of the right 
subclavian vein at the level of the first rib 
beneath the clavicle. 

Case 3: Complete obstruction of the left 
-subclavian vein behind the clavicle. 


“~ Case 4: Complete obstruction of the left 


subclavian vein on the medial edge of the 
first rib. 

Case 5: Partial obstruction of the right 
subclavian vein on the medial edge of the 


. first rib (there was also a collateral circu- 


lation). 

Only the phlebographic images in Case 
2 are shown in the paper; a phlebographic 
procedure carried out with the arm in 
adduction and another with the arm in 
abduction point out how stenosis of the 
subclavian vein is better shown in the 
position of abduction. 

According to this report, excision of the 
subclavian muscle was considered the 
cause of the compression; but phlebo- 
graphic control still showed the “image 
by blocking” in the same site as the one 
observed preoperatively. Thus the authors 
concluded that the cause of the obstruc- 
tion was to be found not in the subclavian 
but in the anterior scalenus muscle. In a 
second operation they performed partial 
section of the muscle. At last a control 
phlebographic study showed free passage 
through the subclavian vein, and there 
was no evidence of obstruction or stenosis. 
The authors were satisfied, but the patient 
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Fig. 1 (personal case). —Intermittent obstruction of the left subclavian vein. Image by 
blocking (A) before and (B) after operation. Notwithstanding this persistence of the 
“image by blocking,” the patient fully recovered after the operation. 
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Fig. 2.—Collateral circulation after sudden closing of the left subclavian vein, obtained by clamping 
the vein during a mastectomy. 


continued to have his symptoms. He was 
considered “improved” eight months after 
the second operation. 

In the other cases (1, 3, 4 and 5) in 
which phlebographic documentation is not 
reported, the authors operated according 
to the roentgen report of blocking or 
stenosis of the opaque column in the sub- 
clavian vein (they attach no great value 
to the clinical symptoms and their peculiar 
features). In the cases aforementioned 
the operation was performed only once 
(on the subclavian muscle or on the an- 
terior scalenus muscle), because in each 
case the control phlebographic study had 
shown restoration of the canalization of 


the subclavian vein without any image by 
blocking or stenosis. However, the results 
of the operation in the other cases showed 
a more or less remarkable improvement, 
controlled in each case after nine, eight, 
five, four and three months respectively. 

The following case is that of a patient 
personally observed and operated on by 
myself. 

B. C., a housewife aged 18, while doing 
her usual housework, felt a sudden pain in 
her left arm; the whole limb then became 
cyanotic, and the veins of the elbow and of 
the dorsum of the hand became visible and 
full. She stopped working, and the syndrome 
disappeared at once. However, since that time 
the use of the upper part of the left arm for 
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Fig. 8.—Phlebographic appearance of the right subclavian vein in a normal subject. The vein appears 
completely filled. 


prolonged movements had brought about re- 
currence of the symptoms. The same features 
were present, and the symptoms disappeared 
when the patient rested. She came to the 
Clinic eight months afterward, during which 
interval she had not done any housework. 

The objective general examination revealed 
no abnormality. The upper part of the left 
arm showed no pathologic change as compared 
with the right one. There was no edema, 
venous turgor or venous reticulation. 

A phlebographic study was performed after 
injection of an opaque medium in the left 
medial basilic vein. Complete visualization of 
the basilic vein was obtained, as well as of 
the axillary and the subclavian vein, which 
appeared quite normal (regular outline, 
valvular apparatus preserved), with absolute 
absence of collateral circulation. However, in 
the terminal part of the subclavian vein the 
opaque column was interrupted by a curve, 
clearly outlined and then continuing with a 
short linear tract shaped like a mouse tail 
(Fig. 1A). 


Comparing this report with the clinical 
data on intermittently obstructed venous dis- 
charge, I carried out a surgical intervention. 
When, after resection of the clavicle, the sub- 
clavian vein was discovered, I observed that 
it was pervious and overfilled with blood and 
that in its terminal tract there was a con- 
nectival bridle causing a reduction of the 
lumen. (That bridle was the pleurovertebral 
ligament). 

I cut this cingulum, causing the opening 
of the pleural cavity, which was promptly 
stitched. I noted that the vein, which had 
been tense and overfilled with blood, had be- 
come softer. Then I reconstructed the clavicu- 
lar stumps, which were maintained by a 
metallic infibulation. Surgical recovery took 
place per primam. 

When the patient came again under my 
observation two months later, she said that 
she could do her housework again; she had 
never felt any pain even after having worked 
for a long time. 
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The patient was clinically recovered; there- 
fore, in my opinion, the condition must have 
been an intermittent compression of the sub- 
clavian vein caused by a pleurovertebral liga- 
ment. 

In order to report the restored recanaliza- 
‘ion I carried out a control phlebographic 
-tudy with the same technical modalities of 
he first one. The phlebographic image ap- 
veared just the same as before the opera- 
‘ion (Fig. 1B). 

It is evident that, in contradiction of 
my first opinion, the sudden interruption 
of the opacity in the subclavian vein was 
not due to the obstacle I had removed 
(pleurovertebral ligament), but that the 
phlebographic image had no pathological 
value, as the patient no longer had symp- 
toms. 

My mistaken interpretation probably 
also deceived the other observers. As a 
matter of fact, the “image by blocking” 
reported in the phlebographic studies by 
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McCleery, Kesterton, Kirtley and Love are 
about the same as those that I noted; 
moreover, none of their patients had an 
immediate recovery after the surgical in- 
tervention, as happened in my case and 
in that of MacLaughlin and Popma. 

It is obvious, then, that, since the ob- 
struction is intermittent and due to 
external compression, recovery would have 
been immediate, complete and permanent 
if the operation actually had removed the 
cause. 

Therefore, it follows that in the cases 
of the aforementioned authors the phlebo- 
graphic images of the subclavian vein be- 
fore and after the operation were not con- 
sequent to the obstacle or to the restored 
canalization. 

One may come to the same conclusion 
by reasoning in a different way. Since 
the condition is an intermittent obstruc- 
tion of the subclavian vein, phlebographic 


Fig. 4.—Phlebographic appearance of the ee vein in a normal subject. Image by 
ocking. 
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studies could be performed (1) at a 
moment when there is no obstruction, or 
(2) at a moment in which obstruction is 
present. 

In the first case it is evident that the 
“image by blocking” is not caused by the 
obstruction; in the second case it must be 
pointed out that an “image by blocking” 
cannot be the result of obstruction if at 
the same time the collateral branches are 
not visualized. This is the only sure, un- 
deceiving roentgenographic picture, even 
if the obstruction occurred a short time 
before. To demonstrate it, I carried out 
the following experiment. The subclavian 
vein of a patient was clamped during a 
total mastectomy, and a_phlebographic 
study was carried out simultaneously. 
This revealed, together with interruption 
of the opaque column into the subclavian 
vein, the collateral venous branches (Fig. 
2). From this it is obvious that the blood 
runs through the collateral bed as soon 
as the principal channel is obstructed. 

With regard to partial obstructions 
(unless almost complete), they are not to 
be considered, one may say, because they 
are clinically silent. 

If one diameter of the subclavian vein 
is reduced by partial compression, the 


Series with variation of some factors presumed 
to influence the phlebographic images 
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ortogonal one increases, so that the ca- 
pacity of the vessel is not altered. This 
“deformation” of the vein occurs in some 
persons in some postures of the upper ex- 
tremity that cause lowering and backward 
pushing of the shoulder (Falconer and 
Weddel) and never is the cause of venous 
stasis until complete or almost complete 
compression of the vein has occurred, 
when the blood can no longer pass without 
great difficulty and is forced to run 
through the collateral veins. In other 
words, venous obstruction of the sub- 
clavian vein, collateral circulation and 
the clinical syndrome of obstructed venous 
discharge form an inseparable triad; if 
an element of the triad is lacking, the 
others are not to be found. 

In order to study the meaning and 
genesis of the “images by stenosis” and 
the “images by blocking” of the opaque 
column in the subclavian vein, I carried 
out, in subjects with normal circulation 
in the upper extremity, 32 phlebographic 
studies with a systemic technic for vis- 
ualization of the subclavian vein. The re- 
sults are shown in the accompanying 
table. 

From the examination of my results, it 
may be concluded that: 


Phlebographic Reports 


First Series 
14 cases—adducted arm and normal breathing 


Second Series 


6 cases—abducted arm and normal breathing 


Third Series 
6 cases—adducted arm and forced inspiration, 
closed glottis (Miiller’s maneuver) 


Fourth Series 
6 cases—adducted arm and forced expiration, 
closed glottis (Valsalva’s maneuver) 


t 


Total visualization as far as the confluence 


with the internal jugular vein............. 6 


Insufficient visualization for technical deficiency 3 


Insufficient visualization for technical deficiency 1 


Visualization of “terminal valve” of the sub- 


clavian vein for opaque reflux (Valsalva’s 
maneuver not correctly performed)........ 


No visualization for technical deficiency...... 1 
794 
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Fig. 5—Phlebographic appearance of the left subclavian vein in a normal subject. Image by stenosis. 


1. The “images by stenosis” or “by 
blocking” of the opaque column in the 
subclavian vein appear occasionally in 
subjects with normal circulation in the 
upper extremity. Therefore, no pathologic 
meaning is to be attached to them. 

2. Their occurrence is not to be re- 
lated to the more or less adducted posi- 
tion of the arm. Those findings are not 
caused by the compression of the vein on 
the first rib, from the anatomic forma- 
tions which are dislocated by exertion of 
the limb, such as the clavicle and the sub- 
clavian muscle. 

3. Their occurrence is not influenced 
by physiologic breathing. On the contrary, 
it is influenced by inspiration and expira- 
tion when it is forced, with a closed 
glottis. 

Miiller’s maneuver, which causes a 
quick and full discharge of the superior 
vena cava of the anonymous veins and 
their collaterals, does not cause the ap- 
pearance of the aforementioned images; 
Valsalva’s maneuver, on the contrary, 
which really obstructs the discharge of 


blood from the veins of the head and the 
upper extremity, easily causes the occur- 
rence of the “image by blocking.” My 
visualization of a valvular apparatus of the 
subclavian vein by opaque reflux from the 
anonymous vein convinces me that the 
“images by stenosis or blocking” of the 
opaque column in the phlebographic pic- 
ture of the subclavian vein are caused by 
the presence of a valvular apparatus 
which has the function of preventing re- 
flux from the anonymous vein. Their mor- 
phologic varieties are to be related to the 
occlusion, more or less complete, of the 
valvular sheets. 

The anatomic researches I carried out 
for the study on the “terminal valve” of 
the subclavian vein have given results 
according to the phlebographic data con- 
cerning the existence, the site and the 
anatomic features. As a matter of fact, 
this valve is not to be seen at the con- 
fluence with the internal jugular vein as 
described on the anatomic texts, but at 
a distance from it that may vary from 
0.5 to 4 cm. It is formed from two dif- 
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Fig. 6.—Phlebographic appearance of the left 
subclavian vein in a normal subject. Image by 
stenosis. 


ferent sheets, whose parietal insertion 
usually does not lie in the same antero- 
posterior plane. 

Figure 9 shows a wax model of the sub- 
clavian vein with the valve when it is 
closed. Obviously its function is to stop 
the reflux of blood from the anonymous 


vein. 
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Genesis of the Reflux in the Subclavian 
Vein.—This factor, which causes the valv- 
ular closure, is shown, according to my 
interpretation, in Figure 10. 

From this it appears that the alternate 
opening and closing of the valve is related 
only to the cardiac movements. The clos- 
ing appears in the presystolic interval; as 
a matter of fact, as it causes temporary 
halting of the blood going down into the 
superior vena cava, it produces stasis also 
in the anonymous veins and reflux in the 
subclavian veins because it meets the 
blood stream coming from the internal 
jugular vein. 

Genesis of the Phlebographic Images of 
the Subclavian Vein.—According to the 
facts already pointed out, it can easily be 
understood that the phlebographic image 
of the terminal tract of the subclavian 
vein depends essentially on the opening 
and closing of the valve while the phlebo- 
graphic record is taken, in relation to the 
contrast created between the opacity of 
the stream upward and of the blood with- 
out diodrast, which is to be found in the 


Fig. 7.—Phlebographic appearance of the left subclavian vein in a normal subject during Valsalva’s 


maneuver. 
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Image by blocking. : 
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Fig. 8.—Phlebographic appearance of the left subclavian vein in a normal subject during Valsalva’s 
maneuver. The terminal valve is visualized by a reflux of opaque blood. 


valvular sinuses or downward from the 
valve. 

The morphologic variability of the ter- 
minal images of the subclavian vein de- 
pend on several factors which are not 
easily evaluable, some of which, no doubt, 
are of importance: the closing-tension of 
the valvular sheets when the valve is 
closed or the position of the flaps when 
the valve is half open, as well as certain 
anatomic peculiarities—the size of the 
flaps, their parietal insertion, etc. 

To correlate the functional behavior of 
the valve and the corresponding phlebo- 
graphic image one may summarize as fol- 
lows (Fig. 11): 

1. Open valves: The flaps are adherent 
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to the venous wall and are roentgeno- 
graphically invisible. Their parietal in- 
sertion may sometimes cause two small 
incisures, one on the upper edge and the 


Fig. 9—Wax model of the left subclavian vein. 
Terminal valve. 
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Fig. 10.—A, while the blood flows through the superior vena cava into the right atrium, the terminal 
valves of the subclavian vein are open. B, during the “presystote”’ there is blood stasis into the 
superior vena cava and the anonmous vein: the terminal valve appears closed. 


other on the lower, of the opaque column 
which appears completely filled. 

2. Half-closed valves: There exists 
some pressure of reflux in the valvular 
nests. This pressure forces the opaque 
blood through the valvular flaps which 
have become nearer, while in the sinuses 
there is a reflux of blood without opacity 
as through a stenotic area (images by 
stenosis). 

Going on the opaque column or fills 
again the vessel when the blood concen- 
tration of the opaque medium affords it, 
or it clears off by dilution. 

8. Closed valves: The opaque blood is 
stanched upward from the valvular 
sinuses, which are filled up by the reflow- 
ing blood without opacity (image by 
blocking). 

If the closing tension of the valves is 


defective, the “waiting” opaque column 
does not show the negative picture of 
them. In this case there is an “image by 
blocking” with a convex end and a pro- 
longation shaped like a mouse tail, due 
to the contrast medium which penetrates 
through the overfilled flaps. If the clos- 
ing tension of the valve is remarkable, the 
overfilled valvular flaps impress their 
negative image on the halting opaque 
column, which will appear amputated. 
with two concave segments convergent as 
in a small tail. 

4. Overfilled valves (Valsalva’s ma- 
noevre): On account of the remarkable 
increase of venous pressure downward. 
the valvular sinuses are extremely dilated, 
assuming the shape of a bubble that pro- 
duces decreasing contact of the flaps, 
tending to eversion; therefore, the opaque 
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column presents a clear concave image. 

The quickness of the “presystole” 
(about one-sixth of the duration of a com- 
»lete cardiac cycle, or one-eighth to one- 
tenth of a second) explains the transi- 
‘oriness of the closing time of the 
‘erminal valve and the variability of the 
»hlebographic results obtained at different 
‘imes in the same subjects. It is clear, 
‘hen, how a phlebographic study per- 
‘ormed before the operation may show 
stenosis or blocking in a subclavian vein 
hat is draining the blood quite normally, 
vhile a postoperative phlebographic study 
may show the resolution or the persist- 
enee of that image, causing erroneous in- 
‘erpretations, first of the diagnosis of ob- 
struction of the subclavian vein and then 
of the results obtained after surgical in- 
tervention. 

Seriographic phlebograms with a re- 
markable “overcharge,” such as those for 
angiocardiographic procedures, obtained 
by injecting. a remarkable quantity of 
opaque liquid in a very short time (50 to 
80 ec. in two to four seconds), widely 
confirm my _ studies, because, since it 
causes an opaque reflux in the subclavian 
vein, the whole valve is often clearly 
demonstrated, also in its central aspect. 


CONCLUSIONS 


1. The syndrome created by intermit- 
tent obstruction of the subclavian vein 
includes standard clinical symptoms that 
provide the basis for diagnosis. 

2. Phlebographic study of the sub- 
clavian vein is valuable when, in the pres- 
ence of obstruction of the vein, it not only 
shows blocking of the opaque column but 
enables one to visualize the collateral cir- 
culation. 

3. The “images by blocking” and the 
“images by stenosis” that sometimes ap- 
pear in phlebographic studies of the sub- 
clavian vein when there is no collateral 
circulation have no pathologic meaning. 
They are caused by complete or less than 
complete closing of the terminal valve, 
which may cause blocking or reduction in 
the size of the opaque column. 
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Fig. 11.—Interpretation of the phlebographic 
images during the functional movements of the 
valves: a, open valve; a’, apparently complete 
filling of the subclavian vein; b and c, half-open 
valve; b’ and c’, images by stenosis; d and e, 
closed valve; d’ and e’, images by blocking; f, 


overfilled valve during Valsalva’s maneuver; f’, 
image by blocking. 


RESUME 


On a démontré a l’aide de phlébogra- 
phies faites chez des sujets sains que les 
images de sténose ou de blocage de la 
veine sous-claviaire sont dues a la fer- 
meture de la valvule terminale et ne 
présentent aucune signification patho- 
logique. L’obstruction réelle existe que 
s’il y a une circulation collatérale; c’est 
le seul moyen de porter un diagnostic. 

1. Le syndrome de l’obstruction pas- 
sagére de la veine sous-claviére comporte 
des données cliniques standard qui en font 
faire le diagnostic. 

2. La phlébographie de la veine sous- 
claviére est trés utile s’il y a obstruction, 
mais l’est davantage pour l’étude de la 
circulation collatérale. 

3. Les images d’obstruction et ]’image 
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de sténose que |’on voit quelquefois dans 
ces études de la veine sous-claviére n’ont 
aucune signification s’il n’y a pas de cir- 
culation collatérale. Ces images sont dues 
a la fermeture plus ou moins complete de 
la valvule terminale qui crée ainsi un 
arrét ou une diminution de volume de la 
colonne opaque. 
SUMARIO 


Tem sido demonstrado por estudos 
flebograficos levados a cabo em homens 
normais que as “imagens por estenose”’ 
e as “imagens por bloqueio” da veia sub- 
clavia s6& causadas pela presenca de 
“valva terminal” e portanto nao tem sig- 
nificado patologico. 

Obstrugédes reais de veia subclavia sao 
mostradas afio somente pelo bloqueio da 
coluna opaca mas pela visualizagao da 
circulacdo colateral, a qual é um sinal 
diagnostico de absoluto valor. 

1. O sindrome creado pela obstrucao 
intermitente da veia subclavia inclue sin- 
tomas clinicos estandardizados que ofere- 
cem base para o diagnostico. 

2. Estudos flebograficos da veia sub- 
clavia valiosos quando, em presenca 
de obstrucéo da veia, nao somente mos- 
tram o bloqueio da coluna opaca mas ha- 
bilitam a visualizacgao da circulacdo colat- 
eral. 

3. A “imagem pelo bloqueio” e as “im- 
agens por estenose” que muitas vezes 
aparecem em studos flebograficos da veia 
subelavia quando nao ha circulagaéo cola- 
teral nao tem significado patologico. Elas 
sao causadas pelo completo ou incompleto 
fechamento da valva terminal que pode 
causar ocluséo ou redugaéo em tamanho 
da coluna opaca. 


RIASSUNTO 


Studi flebografici praticati in individui 
normali hanno dimostrato che le “im- 
magini da stenosi” e la “immagini da 
occlusione” della vena succlavia sono in 
relazione alla presenza della valvola ter- 
minale, e pertanto non hanno significato 
patologico. L’occlusione reale della vena 
succlavia é dimostrata non soltanto dalla 
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interruzione della colonna opaca ma dalla 
visualizzazione del circolo collaterale, che 
é un segno diagnostico di valore assoluto. 

1. La sindrome dovuta a ostruzione in- 
termittente della vena succlavia com- 
prende sintomi clinici costanti che costi- 
tuiscono la base pela diagnosi. 

2. Lo studio flebografico della .vena 
succlavia fornisce quadri dimostrativi 
allorché vi sia un’ostruzione della vena; 
esso, inoltre, non solo dimostra l’interru- 
zione della colonna opaca ma mette in 
grado di visualizzare il circolo collaterale. 

3. Le “immagini da occlusione” e le 
“immagini da stenosi” che talvolta ap- 
paiono negli studi flebografici della vena 
succlavia non hanno significato patologico 
allorché non sia dimostrabile un circolo 
collaterale. Tali immagini sono dovute a 
chiusura pili o meno completa della val- 
vola terminale, che pud condizionare |’in- 
terruzione o la riduzione del calibro della 
colonna opaca. 


RESUMEN 


1. El sindrome creado por la obstruc- 
cién intermitente de la vena subclavia 
incluye sintomas clinicos tipo fundamen- 
tales para el diagnostico. 

2. El estudio flebografico de la vena 
subclavia tiene valor en presencia de la 
obstruccién venosa, mostrando no sola- 
mente el bloqueo de la columna opaca sino 
capacitando para visualizar la circulacion 
colateral. 

3. La “imagen por bloqueo” y las 
“imagenes por estenosis’, que algunas 
veces aparecen en los estudios flebograf- 
icos de la vena subclavia cuando no existe 
circuclacion colateral, no tienen significa- 
cién patol6gica. Se deben al cierre mas 
0 menos completo de la valvula terminal, 
que puede causar bloqueo o reduccién de 
la columna opaca. 

4. Se ha demostrado por estudios 
flebograficos en el hombre normal, que las 
“imagenes por estenosis” y las “imagenes 
por bloqueo” de la vena subclavia se deben 
a la presencia de la “valvula terminal” y 
por ende no tienen significacién pato- 
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légica. Se muestran obstrucciones reales 
de la vena subclavia no solo por el bloqueo 
de la columna opaca sino por la visualiza- 
cién de la circulacién colateral, lo que es 
un signo diagnéstico de valor absoluto. 


ZUSAM MENFASSUNG 


Es wird durch phlebographische Un- 
‘ersuchungen am normalen Menschen 
nachgewiesen, dass die ‘“Verengungs- 
yilder” und die “‘Verstopfungsbilder” der 
V. subclavia durch das Vorhandensein der 
“Endklappe” hervorgerufen sind und 
daher keine pathologische Bedeutung ha- 
ven. Echte Verstopfungen der V. sub- 
elavia werden nicht durch den Abbruch 
der Kontrastsaeule allein, sonder durch 
die Sichtbarmachung des Kollateralkreis- 
laufs, der ein diagnostisches Zeichen von 
absolutem Wert darstellt, nachgewiesen. 
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1. Der durch intermittierende Verstop- 
fung der V. subclavia hervorgerufene 
Symptomenkomplex umiasst klinische 
Standardzeichen, die die Grundlage zur 
Diagnose bilden. 

2. Die phlebographische Untersuchung 
der V. subclavia ist von Wert, wenn bei 
Verstopfung der Ader nicht nur ein 
Abbruch der Kontrastsaeule, sondern 
auch der Kollateralkreislauf dargestellt 
werden kann. 

3. Das “Verstopfungsbild” und das 
“Verengungsbild” wie es manchmal in 
phlebographischen Arbeiten ueber die V. 
subclavia erscheint, ist, wenn der Kolla- 
teralkreislauf fehlt, ohne pathologische 
Bedeutung. Diese Bilder entstehen durch 
vollstaendigen oder fast vollstaendigen 
Schluss der Endklappe, was einen Ab- 
bruch oder eine Verschmaelerung der 
Kontrastsaeule hervorrufen kann. 


Announcement 


International Section of Occupational Surgery 


The Executive Council of the United States Chapter and the Board of Trustees 
of the International College of Surgeons have unanimously approved the formation 
of an International Council of Occupational Surgery, the aims of which are (a) ele- 
vation of standards for the practice of occupational surgery, (b) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe- 
cialty, (d) stimulation of interest in this field by students and members of the pro- 
fession, and (e) cooperation in the establishment of facilities for graduate educa- 
tion in occupational surgery by means of residencies in hospitals affiliated with 


medical schools, or their equivalents. 


For further details, address Dr. Arnold S. Jackson, Secretary, United States 


Chapter, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 


Illinois. 
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Symptoms Arising From the Urinary Tract, 
Misdiagnosed as Gynecologic in Origin 


HOUSTON S. EVERETT, M. D.*° 
BALTIMORE 


N a somewhat thorough review of the 
| sotoeie and gynecologic literature, I 

have found many varied opinions as to 
the important sources of pain within the 
urinary and genital tracts, and therefore 
consider the subject a highly controversial 
one. I do, however, consider it an impor- 
tant one from the point of view of ac- 
curate gynecologic diagnosis, and shall 
therefore present the opinions of several 
outstanding writers in the field, qualify- 
ing these with my own opinions as derived 
from personal observation and experience. 

Leaving aside the matter of pain for 
a few moments, I should like to mention 
briefly two types of urinary incontinence. 
Mr. Charles Read of London, speaking be- 
fore the American Association of Ob- 
stetricians, Gynecologists and Abdominal 
Surgeons in 1949 on the subject of a new 
type of fascial strap operation for stress 
incontinence, drew a sharp distinction be- 
tween stress incontinence and “urge in- 
continence,” stating that his and most 
other types of operative procedure were 
apt to prove unsuccessful for patients 
suffering from the latter entity. I am con- 
vinced that in the treatment of urinary 
incontinence in women this distinction is 
often not adequately made. Symptomatic- 
ally the two types exhibit a decided dif- 
ference. In the presence of true “stress in- 
continence” resulting from impaired 
sphincter control there are no subjective 
symptoms except consciousness of the in- 
voluntary loss of urine. In “urge incon- 
tinence,” however, the involuntary escape 
of urine is usually preceded by an urgent 
desire to void, coming on so suddenly that 
the patient is unable to reach the toilet. 

In brief, it is my opinion that “urge in- 
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continence” is always either of urologic 
or neurologic origin, while stress incon- 
tinence of the ordinary type is gynecologic 
or obstetrical in origin. In an occasional 
case the latter is due to increased intra- 
vesical pressure sufficient to overcome nor- 
mal sphincter resistance, resulting from 
external pressure on the bladder by such 
genital masses as pregnant uteri, uterine 
fibroids or ovarian tumors. In such cases 
the treatment is relatively simple, as the 
symptom is relieved either spontaneously 
by the termination of pregnancy or by 
appropriate surgical removal of the genital 
mass. The more common type of stress in- 
continence is that resulting from sphincter 
weakness, which results in turn from in- 
adequate support of the urethra and 
vesical neck by the fascia of the anterior 
vaginal wall. Such lack of support may 
be due either to inherent weakness of the 
fascia, or, as is more often the case, to 
acquired weakness resulting from child- 
bearing. It is this type of incontinence 
for the relief of which many different 
operative procedures have been designed, 
with varying degrees of success, and for 
which exercises with the Kegel perine- 
ometer have been applied, with remark- 
able success according to the reports. I 
have no intention of discussing the rela- 
tive merits of these various operative or 
nonoperative procedures, but merely wish 
to stress the point that none are apt to 
succeed if they are used for true “urge 
incontinence.” It is highly important, 
therefore, that the differences in the two 
types of incontinence be thoroughly recog- 
nized, and that the possibility of urge in- 
continence in the individual case be elimi- 
nated before any of the usual operative 
approaches are undertaken. 

What then is the meaning of the term 
“urge incontinence?” It is that type of 
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partial incontinence which may occur in- 
termittently, but in the presence of a nor- 
mally supported and normally resistant 
vesical sphincter mechanism. Such incon- 
‘inence may result from any urologic or 
1eurologic lesion that produces a hyper- 
‘onic and hyperactive detrusor muscle. 
Among the commoner neurologic condi- 
tions producing such hypertonicity of the 
dladder are spina bifida occulta and mul- 
tiple sclerosis. Patients with neurological 
lesions of these types generally have re- 
duced bladder capacity and a cystometric 
curve which shows a rapid rise in intra- 
vesical tension, with contraction waves 
between the usual increment peaks. 
First among the urologic conditions 
that result in urge incontinence should 
be mentioned those intravesical lesions 
which result in an irritable, overactive 
bladder. Among these should be men- 
tioned acute and chronic cystitis or trigo- 
nitis and interstitial cystitis. In the pres- 
ence of the former condition both the 
symptoms and the urinary observations 
point so conclusively to urologic disease 
that diagnostic confusion is not likely to 
occur. Furthermore, if the condition is 
acute the response of all symptoms, includ- 
ing incontinence, to appropriate treatment 
is usually prompt and complete. In the 
case of interstitial cystitis, however, exam- 
ination of the urine may often reveal 
essentially normal findings, but the terrific 
frequency, urgency and bladder pain are 


so characteristic that one familiar with - 


the condition should rarely fail to make 
the correct diagnosis on the basis of symp- 
toms alone. 

More apt to cause diagnostic confusion 
are those patients who complain of little 
else but frequency, urgency and incon- 
tinence and’ in whom the urethra and 
bladder are normal, but in whom there 
exists some obstructive lesion in the upper 
part of the urinary tract, which may not 
give rise to any localizing symptoms. The 
mechanism of the production of bladder 
irritability resulting from ureteral lesions 
is found in the anatomic fact that Bell’s 
muscle, which demareates the trigone 
from the rest of the bladder, consists of 
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a fan-shaped extension into the bladder of 
longitudinal layers of the ureteral mus- 
culature. Some of the fibers of this muscle 
extend into the posterior wall of the 
urethra within the sphincter to form the 
crista urethrae. Any lesion, therefore, 
which results in ureteral irritability and 
hyperactivity is apt to cause similar ir- 
ritability and hyperactivity of the bladder. 
Such a mechanism is frequently exhibited 
in an acute phase during attacks of ure- 
teral and renal colic from the passage of 
a stone. Usually under such circumstances 
there are marked frequency, urgency and 
incontinence, even though the urine may 
be uninfected. 

The following case reports are examples 
of urge incontinence resulting from par- 
tial ureteral obstruction and irritability: 

In the first case, the patient’s chief 
complaints were frequency and urgency 
to the point of incontinence. The urine 
was uninfected, and cystoscopic and cys- 
tometric procedures gave negative results 
so far as the bladder and urethra were 
concerned. Pyelographic study, however, 
revealed extensive hydronephrosis of the 
left kidney due to obstruction at the ure- 
tero-pelvic juncture. Operation revealed 
the obstruction to be due to both an aber- 
rant renal vessel and a congenital stric- 
ture. The vessel was ligated and divided 
and a Heineke-Mikulicz type of plastic 
procedure was performed on the uretero- 
pelvic juncture. The operation resulted 
in some reduction in size of the hydro- 
nephrotic kidney and complete relief of 
the bladder disturbance. 

In the second patient, the mother of 
three children, incontinence developed im- 
mediately after the birth of the first child. 
When first seen by Dr. Hunner in 1946 
she had already undergone three oper- 
ative procedures in an attempt to relieve 
the incontinence, without any appreciable 
degree of improvement. The loss of urine 
was usually preceded by an urgent desire 
to void, with a sensation of bladder spasm. 
Thorough urologic investigation by Dr. 
Hunner revealed bilateral ureteral stric- 
tures, and a course of ureteral dilatations 
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resulted in slight temporary improvement. 
A course of exercises with the Kegel perin- 
eometer was ineffective. 

In June 1949, examination revealed that 
the slightest straining resulted in gush- 
ing of urine from the urethra, and that 
this could be prevented by manually ele- 
vating the base of the bladder behind the 
symphysis. A Marshall-Marchetti suspen- 
sion of the urethra and vesical neck re- 
sulted in such improvement that the pa- 
tient reported that she could jar her body, 
jump, cough, etc., without leakage, but 
that the desire to void was still accom- 
panied by marked urgency and bladder 
spasm, which made it difficult to reach 
the toilet in time. 

Pain arising from the urinary tract and 
often misinterpreted as gynecologic may 
have as its source of origin in the urethra, 
the bladder or the ureters. Although 
urologic examination in the case of gross 
pathologic entities offers possibilities of 
accurate diagnosis beyond the possibilities 
existing in most other specialties, it has 
been my impression that interpretation 
of the source of obscure pain arising from 
the urinary tract is apt to differ widely 
among equally competent authorities. In 
this respect the urethra has been ac- 
corded considerable importance. It is gen- 
erally conceded that the female urethra 
may give rise to considerable degrees of 
chronic pain. Such pain has been described 
by William E. Stevens, among others, as 
referred to the urethra, the bladder, the 
sacral or inguinal area or one or both 
lumbar regions. It is usually associated 
with frequency and urgency of urination 
and a smarting or burning sensation on 
voiding. Such definite urinary symptoms, 
however, may be absent, in which case the 
pain may be misinterpreted as gynecologic 
in origin. One of the typical gynecologic 
symptoms often resulting from urethral 
disease is dyspareunia. While the origin 
of such symptoms arising from the 
urethra is generally agreed upon, the na- 
ture of the pathologic process causing 
them is a subject of widely varying opin- 
ions. Stevens, for instance, has tended to 
label as a urethral stricture any lesion, 
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no matter how diffusely distributed, that 
‘tends to narrow the lumen of the urethra 
to any detectable degree. Most of these 
lesions do not produce sufficient obstruc- 
tion to interfere with voiding or to cause 
residual urine, and those of us trained 
under Dr. Hunner have preferred to call 
such a lesion chronic nonspecific urethritis 
with diffuse submucosal infiltration of the 
urethral tissues. The question is aca- 
demic, however, as the treatment is the 
same regardless of terminology, namely, 
repeated thorough dilatations of the ure- 
thra, with careful attention to eradication 
of foci of infection in the nearby genital 
tract and in more distant parts of the 
body. 

I am convinced that all gynecologists 
should prepare and equip themselves for 
the treatment of most diseases of the 
female urethra, whether or not they wish 
to go more extensively into the field of 
female urology. In recent years a con- 
siderably exaggerated importance has 
been accorded to the subject of hyper- 
trophied glands in the posterior portion 
of the urethra and in the vesical neck. 
This has been called by the late Dr. Fol- 
som and his associates “female prostat- 
ism,” and they attributed to such an en- 
tity all of the painful symptoms just 
referred to as arising from chronic non- 
specific urethritis. They have advised fre- 
quent use of the resectoscope on the fe- 
male vesical neck. They encountered few 
accidents themselves, or at least failed to 
report them if they did, but some of the 
results that we have seen following the 
use of this method by urologists of less re- 
nown have reminded us of the terrible 
fate of Humpty Dumpty in the old nursery 
rhyme. In other words, the most pains- 
taking efforts of the most skilled gyne- 
cologic and urologic surgeons often can- 
not restore urinary continence to i 
patient once it has been inadvertently de- 
stroyed by such ill-advised therapeutic 
procedures. 

A case in point is that of a girl aged 
14 in whom, without history of previous 
urinary symptoms, acute right-sided pye- 
litis developed. The diagnosis was not 
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made until after an appendectomy had 
failed to relieve her pain and fever. She 
was then said to have an obstruction at 
the vesical neck, a diagnosis I am inclined 
to doubt because of the previous absence 
of urinary symptoms, several sets of nor- 
mal excretory pyelograms, and an essen- 
tially normal-appearing bladder. At any 
rate, she was subjected to a suprapubic 
cystotomy and two resections of the 
vesical neck. After the second of these a 
vesicourethrovaginal fistula developed. 
This was closed by one of the country’s 
most prominent urologists, but total in- 
continence persisted because of complete 
incompetence of the sphincter. 

It was at this point that (in September 
1947, at the age of 16) she first consulted 
me. An attempt was made to correct the 
condition by tightening all the available 
tissue underneath the urethra through a 
vaginal approach. This slightly reduced 
the incontinence, but not adequately so. 
In April 1948 a second operation was per- 
formed; it consisted of placing a fascial 
strap beneath the urethra. A detached 
strap of fascia lata was employed, the 
ends of which were sutured to the rectus 
sheath 3 cm. above the symphysis. This 
resulted in great improvement and further 
improvement has resulted from exercises 
with the perineometer, but with any ac- 


’ tivity some incontinence still persists. 


Among conditions of the bladder that 
may give rise to obscure pain should be 
mentioned chronic trigonitis and inter- 
stitial cystitis. The symptoms of chronic 
trigonitis are much the same as those of 
chronic urethritis, and, indeed, the two 
conditions usually occur simultaneously. 
The symptoms of interstitial cystitis are 
usually so typical and so definitely urologic 
that it is difficult to understand how they 
can be misinterpreted. Hunner has stated 
that the chief symptom is pain, in asso- 
ciation with which other symptoms of 
cystitis occur in varying degrees, namely, 
frequency day and night, strangury, burn- 
ing and smarting. The pain is often ex- 
treme and may be referred to the peri- 
neum, the vulva, the suprapubic regions, 
the region along the course of the ureters, 
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to the rectum or down the thighs. Pain 
referred to such a variety of locations 
might very well be thought of as arising 
from a variety of locations. The severity 
of the pain often takes precedence in the 
patient’s mind over all other symptoms, 
and with the essentially negative results of 
examination of the urine often- encoun- 
tered in these cases, unless one is most 
painstaking in obtaining the true sympto- 
matic picture, he often may be misled 
toward the wrong diagnosis. 

In October 1949 a woman aged 72, who 
had enjoyed excellent health all her life, 
consulted me because of intense incapaci- 
tating vaginal pain of six months’ dura- 
tion. Examination in her home city, Mem- 
phis, Tennessee, by an _ internist, a 
gynecologist and a urologist had failed to 
disclose the cause of her pain. A careful 
history revealed that for the same length 
of time she had experienced considerable 
urinary frequency, which had been sub- 
ordinated in her mind by the intensity of 
the pain. Cystoscopic study revealed 
typical interstitial cystitis, and the symp- 
toms were almost completely relieved by 
thorough fulguration of the involved areas 
of the bladder. Upon returning to her 
home she was referred to Dr. Thomas D. 
Moore, who concurred in the diagnosis and 
has kept the patient comfortable by con- 
tinued treatment whenever required. 

Among the lesions occurring in the 
urinary tract and giving rise to pain and 
other symptoms often wrongly interpreted 
as arising from the genital organs or other 
intra-abdominal structures, ureteral stric- 
ture has been accorded great importance 
by Dr. Hunner and many of his followers. 
In the earlier days of his work on this 
subject there was almost complete skepti- 
cism with regard to the ideas he advanced, 
and even today there are relatively few 
who accept wholeheartedly all of his ideas 
as to the etiology and frequency of this 
disease and of the results to be accom- 
plished by its treatment. That the entity 
soon became more widely recognized, how- 
ever, is evident from reports by many 
urologists, such as those of Rathbun in 
1925 and Walther and Willoughby in 1941. 
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The latter authors preferred the term, 
“spastic ureteritis’” to the term ureteral 
stricture, and-disagreed with Dr. Hunner 
as to the etiologic factors, but in every 
other respect, especially as concerns symp- 
toms and treatment, were strikingly in 
accord with his ideas. In their article they 
reported that in a poll of the members 
of the American Urological Association, 
only 22 of 542 replying failed to recog- 
nize and treat the condition as such. 

Hunner has defined ureteral stricture 
as “an intrinsic disease of the ureteral 
wall resulting in narrowing of the lumen 
which leads to varying degrees of stasis 
in the urinary stream.” Such stasis of the 
urinary stream may in many instances 
not be sufficient to produce gross dilata- 
tion of the tracts above the stricture 
areas, and it is therefore not possible to 
make the diagnosis by pyelographic 
studies alone. The diagnosis can be made 
with certainty, however, by the passage 
of bulb-bearing ureteral catheters. It is 
this type of case, in which stricture exists 
but has given rise to little or no pyelo- 
graphic change, that pain is apt to be a 
most prominent symptom. We have felt 
that the lack of dilatation of the renal 
pelvis and of the ureter above the point 
of stricture in these cases is because the 
peristaltic muscular activity of the renal 
pelvis and ureter becomes sufficiently in- 
creased to compensate for the partial ob- 
struction existing below and thus to pre- 
vent dilatation. Under these circumstances 
the ureters are led into a state of chronic 
spasticity; hence the term “spastic ure- 
teritis” employed by Walther and Wil- 
loughby. The passage of a bulb-bearing 
catheter through the stricture area will 
almost always reproduce and temporarily 
accentuate the patient’s major symptoms. 
As the pelvic portions of the ureters ana- 
tomically lie very close to the genital struc- 
tures, and as these portions of the ureters 
are most frequently the site of the stric- 
tures, pain arising from the ureters in 
such cases is often interpreted as gyne- 
cologic. 

The symptoms emphasized by Hunner 
are protean and may be referred to sev- 
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eral systems, as follows: those related to 
the bladder, such as frequency, urgency, 
dysuria, incontinence and enuresis; those 
related to the genital organs, such as 
dysmenorrhea, dyspareunia, a feeling of 
pelvic pressure or prolapse, and ovarian 
neuralgia; those related to the digestive 
tract, such as anorexia, flatulence, pain- 
ful defecation, and a feeling of rectal pres- 
sure; abdominal pain of less specific loca- 
tion, back ache and pain radiating into the 
thighs; and finally, symptoms of low 
grade toxemia, such as headaches and un- 
explained fever. 

One will quickly recognize in this list 
of symptoms many of those frequently en- 
countered in neurotic persons. Such per- 
sons usually live constantly in a state of 
tension, which, through the sympathetic 
nervous system, may give rise to spas- 
ticity in any or all of the smooth muscle 
structures. A commonly recognized entity 
is spastic colitis. Furthermore, many 
urologists, regardless of their enthusiasm 
or lack of it for the entity of acquired 
inflammatory strictures of the ureter, have 
recognized the frequency of referred 
symptoms in the genital or disgestive 
tracts arising from urologic disease. 
Gutierrez has stressed the horseshoe kid- 
ney syndrome, which consists of abdomi- 
nal pain, constipation and disturbed diges- 
tion, and many varieties of reflex digestive 
symptoms are often observed in associa- 
tion with nephroptosis, hydronephrosis 
and other urologic conditions. 

The same types of symptoms are fre- 
quently, and I believe rightly so, attrib- 
uted to various gynecologic conditions. An 
article from the Ochsner Clinic by Craw- 
ford, Collins and West has emphasized the 
importance of the remaining cervical 
stump in the production of pelvic pain 
and other symptoms. I shall now quote 
excerpts from their section on symptom- 
atology: “Multiplicity of complaints was, 
of course, the general rule. The common- 
est complaint was pelvic pain, which oc- 
curred in 53.6 per cent of cases. This was 
described as lower abdominal pain involv- 
ing either one or both sides of the iliac 
fossa, usually chronic in nature, rather ill 
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defined, worse just prior to the onset of 
the menstrual flow: and aggravated by 
walking around or lifting heavy objects. 
Bearing down sensations occasionally ac- 
companied this pain. Although the pain 
often simulates that caused by chronic 
disease involving the lower abdominal 
organs such as adnexal disease, chronic 
appendicitis, or diverticulitis, one of the 
commonest causes of it is a chronically 
diseased cervix. . . . Thirty-nine patients 
complained of deep-seated dyspareunia. 
. . . Low backache was complained of in 
28 per cent of cases. . . . Discomfort in 
the lower urinary tract usually dysuria 
and frequency, was a complaint of 32.5 
per cent of cases. .. . Twenty-one patients 
complained of bearing down sensation in 
the lower portion of the abdomen, which 
was described as feeling as if the organs 
were falling out.” 

This enumeration of symptoms and at 
times even the phraseology employed are 
remarkable in their similarity to those 
found in many articles by Hunner on the 
subject of ureteral stricture and to those 
employed by Folsom and his followers in 
describing women suffering from chronic 
urethral disease. 

Howard Taylor, in a long and exhaustive 
report, has attributed similar symptoms 
to “Vascular Congestion and Hyperemia 
and Their Effect on Function and Struc- 
ture in the Female Reproductive Organs.” 
This author has stressed the nervous ten- 
sion and psychosomatic manifestations 
associated with these entities. 

The final point I wish to make, there- 
fore, is this: In many patients presenting 
symptoms such as those aforementioned, 
the most careful and painstaking investi- 
gation will disclose no organic lesion, and 
the patient must be classed as function- 
ally psychoneurotic. Such patients are usu- 
ally made worse rather than benefited by 
most types of active therapy, especially 
surgical, directed toward some one organic 
system. In others, thorough examination 
will reveal an organic basis for the trouble, 
although the lesion may not be found in 
the system to which the nature of the 
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symptoms would seem most prominently 
to direct attention. In such obscure diag- 
nostic problems the urinary tract, if in- 
vestigated, will frequently be found to con- 
tain the source of trouble. In investigat- 
ing such problems, thorough urologic 
study, therefore, should never be omitted. 


SUMMARY 


The “hairtrigger” diagnosis of uniden- 
tified lesions as gynecologic entities is con- 
demned. The author lists and describes a 
number of such conditions, with evidence 
to prove that many of them are actually 
referable to the urinary tract. Greater 
care in diagnostic investigation is urged. 


ZUSAM MENFASSUNG 


Die ‘“Momentdiagnose” unbestimmter 
Erkankungen als gynaekologische Zu- 
staende wird verurteilt. Der Verfasser 
gibt eine Aufzaehlung und Beschreibung 
einer Anzahl solcher Erkrankungen und 
weist nach, dass viele darunter tatsaech- 
lich auf das Harnsystem zurueckzufuehren 
sind. Es wird groessere Sorgfalt der dia- 
gnostischen Untersuchung gefordert. 


RIASSUNTO 


Allorché si é in presenza di lesioni non 
perfettamente chiarite non va immediata- 
mente fatta diagnosi di malattia gine- 
cologica. L’Autore enumera e descrive un 
certo numero di tali stati patologici, la 
maggior parte dei quali erano riferibili a 
malattie urinarie. Cid dimostra come sia 
necessaria la maggior cura nelle ricerche 
diagnostiche. 

SUMARIO 


O diagnostico ‘a olho” de lesdes nao 
identificadas como entidades ginecologicas 
é condenado. O autor agrupa e descreve 
um numero de tais condigdes, com demons- 
tracdes e provas de que muitas delas sao 
realmente enfermidades do aparélho uri- 
nario. Grande cuidado na_ investigagio 
diagnostica é requerido. 
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RESUME 


Diagnostiquer 4 l’oeil certaines mala- 
dies non identifiées et étiquetées comme 
gynécologiques est un procédé condamn- 
able. L’auteur énumére une série de ces 
états morbides qui se rattachent beaucoup 
plus au systéme urinaire. I] faut faire plus 
attention au diagnostic. 


RESUMEN 


Se condena el diagnéstico a la ligera 
de lesiones no identificables como enti- 
dades ginecolégicas. E] autor enumera y 
describe cierto numero de las mismas, con 
objeto de probar que muchas de ellas se 
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refieren actualmente a las vias urinarias. 
Se urge mayor cuidado en la investigacién 
diagnostica. 
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The Urea-Splitting Organisms in the Formation 
of Urinary Calculi 


GRAYSON CARROLL, M.D.,* F.A.C.S., ann ROBERT V. BRENNAN, M.D. 


because urea-splitting organisms play 

an important part in the genesis of 
urinary maladies and their treatment has 
often been discouraging and difficult. The 
urea-splitting organisms are those that 
break down urea in the urine into am- 
monia and carbon dioxide. The enzyme 
urease that produces this reaction is ap- 
parently endogenous. This was readily 
demonstrated in our laboratory by pass- 
ing urine which contained urea-splitting 
organisms through a Seiss filter. The 
filtrate was then examined and found to 
contain no urea-splitting properties, thus 
demonstrating that the urease is contained 
only in the organism and is not to be 
found free in the urine. 

Dodson stated in his Urological Sur- 
gery, “Stones resulting from urea-split- 
ting infections deserve special attention 
for in some cases they recur so rapidly 
upon removal that operation seems scarce- 
ly justified.” Urea-splitting properties 
have been ascribed to many different or- 
ganisms. For example, R. Chute stated 
that “strains of streptococcus, bacillus 
pyocyaneous, hemolytic influenza, dip- 
theroids, micrococci and many strains of 
Escherichia coli contained urea-splitting 
faculties.” 

Hellstrom of Stockholm emphasized the 
importance of the micrococcus as a urea- 
splitting organism, indicating that 75 per 
cent of the stones he studied contained 
staphylococci. George Gilbert Smith rec- 
ognized two organisms as the main of- 
fenders, staphylococcus and Bacillus pro- 
teus. He is of the opinion that B. coli is 


Tes subject is worthy of discussion 
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of no great importance in this respect. . 
Albright was of the opinion that Staph- 

ylococcus albus splits urea but that 

Staphylococcus aureus does not. 

To clarify this problem our laboratory 
made a study of 332 organisms. We were 
able to demonstrate that practically all of 
the proteus bacilli and 50 per cent of the 
staphylococci had the faculty of splitting 
urea. There was no correlation between 
Staph. albus, Staph. aureus, nonhemo- 
lytic or hemolytic types. 

There is considerable difference of opin- 
ion as to the role played by infection, 
particularly with urea-splitting organisms, 
in the original formation of a stone. Those 
who hold the viewpoint that infection 
plays an important role conceive it as 
causing a necrosed tissue area, most often 
seen at the papilla, upon which a Randall 
plaque would be initiated. Keyser called 
this necrobiotic tissue. He produced cal- 
culi by experimentally producing trauma 
with a few minims of bichloride of mer- 
cury injected into the kidney and also by 
injecting a B. proteus culture. He noted, 
however, that without injury the proteus 
produced no calculi. 

Rosenow observed organisms lying ad- 
jacent to the Randall plaques, further sug- 
gesting that the Randall plaques may oc- 
cur where bacteria have caused a sclerosed 
area. 

Infection may also cause the original 
stone formation by disturbing the colloid- 
crystalloid balance in the urine. 

Dr. Butt, in a paper recently read at 
the Southeastern Sectional meeting in 
Memphis, renewed our interest in the col- 
loids of urine by demonstrating that col- 
loid activity is elevated in the Negro race 
as compared to the white. Also, increased 
activity was observed in pregnant women, 
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suggesting a reason for the paucity of 
stones despite the stasis and infection. 
He also stated that in patients who had 
received subcutaneous injections of hyal- 
uronidase the colloids showed greater ac- 
tivity in 85 per cent, and that concre- 
tions about retention catheters and 
nephrostomy tubes did not appear. 

We have very little experimental evi- 
dence that infection affects the colloids; 
in fact, the evidence we had would in- 
dicate otherwise. It would appear that 
infection plays a minor role, if any, in 
the formation of uric acid, urate, cystine, 
xanthine, and oxalate stones (Weddellite) , 
since a very high percentage of these 
stones are observed in sterile urine. Ham- 
marsten experimentally produced calcium 
oxalate urinary calculi in noninfected 


urine in rats, and this experiment was re- 
produced by Edwin Prien. 

The magnesium ammonium phosphate 
(struvite), calcium carbonate and cal- 
cium phosphate (apatite) stones are com- 
monly associated with infection. Prien 


stated, ‘With the onset of urinary infec- 
tion by urea splitting organisms marked 
alkalinity occurs and magnesium ammoni- 
um phosphate and apatite are precipi- 
tated. The common _staghorn _ stone 
occurring in alkaline infected urine is 
composed of magnesium ammonium phos- 
phate and apatite. The great insolubility 
of these substances in an alkaline medium 
emphasizes the necessity of decreasing the 
alkalinity if successful treatment is to be 
achieved. This means that it is necessary 
to overcome the urea splitting organism, 
which is a difficult problem.” 

Suby stated that infection was present 
in 54 per cent of patients with stone in 
the Massachusetts General Hospital, and 
probably all magnesium stones in man are 
due to urea-splitting organisms. 

Rovsing stated that 71 per cent of re- 
current stones are caused by B. proteus. 

Charles Higgins noted that in 200 
cases of recurrent stone 81.5 per cent of 
the patients were infected. These were 
large stones. The small noninfected stones 
were uric acid urates or oxalates. In our 
clinical analysis of 100, stones we ob- 
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served 10 uric acid stones, the urine being 
infected in 2 cases. Of the 57 calcium 
oxalate stones, infection was present in 
17. The 24 magnesium ammonium phos- 
phate stones were all accompanied with 
infection. Of the 9 stones composed of 
calcium phosphate and carbonate, 7 
showed infection in the urine. 

The impelling conclusion is that the 
real factors to be considered in the re- 
currence of stones as far as infection is 
concerned are the urea-splitting organ- 
isms, B. proteus, the micrococcus, and the 
stones composed of calcium phosphate, 
calcium carbonate and triple phosphate. 

The presence of urea-splitting organ- 
isms is established usually by the identifi- 
cation by cultural methods of the micro- 
cocci or B. proteus organisms present. 


Hellstrom, however, has invited atten- 
tion to the fact that many times in clini- 
cal practice micrococci have also been 
noted on stained smear and yet not grown 
on culture. We have also noted this. B. 
proteus may not be identified in every 
instance, because of atypical reactions. 
In order to avoid overlooking the pres- 
ence of urea-splitting organisms we have 
utilized the- modified Van Slyke method 
of determining the presence and amount 
of activity of urease in the urine, as sug- 
gested by Emerson and McIntosh. 

The method may be described as fol- 
lows: Urease acts on urea in a phosphate 
buffer solution, and the item required for 
the pH to rise to a definite point is ob- 
served. A photocell colorimeter is used to 
follow the reaction and determine the end 
point. The amount of enzyme present is 
inversely proportional to the length of 
time required for the PH to rise from 
6.7 to 7.7 and is expressed in Sumner 
units. This unit is the amount of urease 
capable of producing 1 mg. of ammonia 
nitrogen in five minutes at 20 C. under 
specific conditions. 

We have utilized this test with good re- 
sults and find it to be a valuable and re- 
liable method of determining the amount 
of decomposition of urea present in the 
urine. 
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Treatment.—After having established 
the presence of uréa-splitting organisms, 
we believe it to be highly probable that 
recurrence of a stone will take place, par- 
‘ieularly if calcium carbonate, phosphate 
or triple phosphate stones have been re- 
‘noved by previous operation or it trauma 
-xists. Likewise, if there is an indwelling 
irethral or uretera! catheter, or a neph- 
ostomy tube is present, calcareous de- 
sits are difficult to avoid. If B. proteus 
 micrococcus is not present and urease 
s not found by the Van Slyke method, the 
srobability of stone or calcareous deposits 
orming from infection is minimal. 

The eradication of the micrococcus and 
8. proteus is therefore highly important. 

The micrococcus is successfully com- 
vated in the majority of cases by the ad- 
ministration of penicillin. However, re- 
sistant strains are encountered more fre- 
quently than in the past. 

These resistant strains fortunately are 
often sensitive to aureomycin or chloro- 
mycetin. 

The tube sensitivity test will give re- 
liable information in this respect. The 
disk test is also valuable when the tube 
test is not readily available. Neoarsphena- 
mine, 0.38 Gm. given intravenously every 
other day for 3 doses, is sometimes dra- 
matic in its results in this type of infec- 
tion. Microscopic examination and cul- 
ture of the urine should be repeated every 
few days in the presence of an indwelling 
catheter or nephrostomy tube; reinfection 
may easily occur, as Creevy has indicated. 

B. proteus is a difficult organism to 
eradicate. The rapid production of am- 
monia, causing alkaline urine, precludes 
the use of mandelic acid or mandelamine. 
We have encountered many strains that 
are resistant to every known drug we 
have. However, successful eradication of 
the organism may be expected in a ma- 
jority of instances if careful culture and 
sensitivity tests are followed. 

Gantrisin in large doses over a long 
period will inhibit this organism in 72 per 
cent of cases. Those resistant to gantrisin 
may be susceptible to chloromycetin, and 
the combination of gantrisin and mandela- 
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mine has proved quite effective. Terra- 
mycin and aureomycin are ineffective. 
The use of Suby’s solution or versenate 
in tidal drainage together with the afore- 
mentioned antibiotics is most effective in 
the treatment of incrustations in the 
bladder. An illustrative case is that of 
patient Marco, who, after an abdominal 
perineal operation for cancer of the rec- 
tum, was unable to void and was sent 
home with a Foley retention catheter. One 
month later he was returned to the hos- 
pital with incrustation so firmly fixed to 
the catheter that it was impossible to re- 
move the catheter. B. proteus was iso- 
lated from the urine, the strain of which 
was found to have a marked urea-split- 
ting reaction. The modified Van Slyke 
test for urease gave actively positive re- 
sults. Sensitivity tests indicated that 
chloromycetin at a very high blood level 
would cause inhibition. The organism was 
inhibited by 16 mg. in the blood. We 
therefore administered 0.75 Gm. of chloro- 
mycetin every half hour for 3 doses and 
0.5 Gm. every four hours for two days. 
The urine cleared rapidly. The catheter 
could not be withdrawn after four days, 
however, because of the persistence of 
the incrustation. Versenate was used as a 
tidal drainage for twelve hours, after 
which the catheter was easily removed. 
Despite the negative culture of the urine, 
a culture of the remaining crusts in the 
lumen of the catheter still gave a posi- 
tive reaction for B. proteus. However, the 
urine of the patient remained reacted 
negatively for B. proteus even after a 
transurethral resection was performed. 


SUMMARY 


Proteus and micrococcus organisms are 
largely responsible for the decomposition 
of urea in the urine. Clinical and experi- 
mental evidence would indicate that these 
organisms are the most serious cause of 
recurrent stone formation in the urinary 
tract and also in the original stone forma- 
tion if infection plays a part. 

The authors are persuaded that the 
apatite and struvite stones (calcium 
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phosphate, carbonate and triple phos- 
phate) are formed because of infection 
and that infection plays very little part 
in the formation of uric acid, urate, ox- 
alate and cystine stones. 

The detection of urea-splitting activity 
is aided by utilization of the method of 
measurement proposed by Emerson Smith 
and McIntosh. 

The treatment of:choice for proteus or- 
ganisms is the administration of gan- 
trisin with mandelamine in large doses 
over a long period and chloromycetin in 
initial large doses. Aureomycin should not 
be given. 

Staphylococcus infection is best treated 
with penicillin, aureomycin or chloromy- 
cetin. 

RESUMEN 


Los proteos y micrococos son grande- 
mente responsables de la descomposicién 
de la urea urinaria. Clinica y experimen- 
talmente, hay evidencia de que dichos 
organismos son la causa mas seria de la 
litiasis recidivante en las vias urinarias, 
asi como de la litiasis original si inter- 
viene la infeccion. 

Los autores estan persuadidos de que 
los urolitos de fosfato, carbonato y fos- 
fato triple de calcio se forman a consecu- 
encia de la infeccién, y que esta toma 
parte muy pequena en la formacién de 
urolitos de acidotirico, urato, oxalato y 
cistina. 

Para ayudar a la investigacion de la 
actividad de la division ureica se utiliza 
el método de medicién propuesto por 
Emerson Smith y MclIntoch. 

El] tratamiento de eleccién para el 
proteo es la administracion de gantrisina 
con mandelamina en grandes dosis por 
un largo periodo y cloromicetina en gran- 
des dosis iniciales. 

El] estafilococo se trata mejor con peni- 
cilina, aureomicina y cloromicetina. 


RESUME 


Le protéus et les coccis sont pour une 
large part les agents responsables de la 
décomposition de l’urée.dans La 
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clinique et le laboratoire prouvent d’une 
facon évidente que ces agents sont la 
Cause la plus fréquente de la lithiase 
urinaire. Les auteurs sont d’avis que les 
calculs d’apatite et de struvite (Phosphate 
de calcium, carbonate et phosphate riba- 
sique) sont une conséquence de |’infection, 
réle qu’elle ne joue pas dans la formation 
des calculs d’acide urique, d’urate, d’oxa- 
late ou de cystine. La recherche des causes 
de la décomposition de l’urée est aidée 
grandement par le procédé Emerson 
Smith, McIntosh. 

Le procédé de choix pour traiter le 
protéus est l’administration de gantrisin 
avec de la mandélamine en grande quan- 
tité pour une longue période de temps; 
de méme que la chloromycétine. L’auréo- 
mycine est contre-indiquée. Le staphy- 
locoque répond bien au traitement par la 
pénicilline, l’auréomycine et le chloro- 
mycétine. 

SUMARIO 


Proteus e micrococcus sao largamente 
responsaveis pela decomposicao de urea 
na urina. Evidencia clinica e experimen- 
tal indicaria que esses organismos sao a 
mais seria-causa de formacao de calculos 
recurrentes do trato-urinario e tambem 
da formacéo da concrecaéo original si a 
infecéo desempenha uma parte. 

Os autores estao convencidos de que as 
pedras de apatite e de estruvite (fosfato 
de calcio, carbonato e fosfato triplice) 
sao formadas por causa de infecéo e 
porque a infecao desempenha insignifi- 
cante papel na formac&éo de pedras de 
acido urico, de uratos, de oxalatos ou de 
cistina. 

A detengao da atividade litica da urea ¢ 
facilitada pela utilizacao do metodo de 
medida propdsto por Emerson Smith e¢ 
McIntosh. O tratamento de escolha para 
os organismos proteus é a administracao 
de gantrisina com mandelamina em largas 
doses durante longo periodo e de chloro- 
micetina em grandes doses iniciais. A 
aureomicina nao deve ser administrada. 
O estafilococo ¢ melhor tratado com 
penicilina, aureomicina ou chloromicetina. 
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ZUSAM MENFASSUNG 


Die Organismen der Proteus-und Mi- 
krokokkusgruppe sind in hohem Masse 
fuer die Zeretzung von Harnstoff im Urin 
verantwortlich. Klinische und experimen- 
telle Beobachtungen weisen darauf hin, 
dass diese Organismen die gewichtigste 
Ursache fuer die Entstehung rezidivie- 
render Harnsteine und, wenn Infektion 
eine Rolle spielt, auch des urspruenglichen 
Steines darstellt. 

Die Verfasser sind ueberzeugt, dass 
Apatit-und Struvitsteine (Kalziumphos- 
phat, Karbonat und Ammoniummagnesi- 
umphosphat) auf Grund von Infektionen 
entstehen, waehrend bei der Bildung von 
Harnsaeure-, Urat-, Oxalat- und Zystin- 
steinen die Infektion eine sehr geringe 
Rolle spielt. 

Die Erkennung _ harnstoffspaltender 
Aktivitaet wird durch die Anwendung 
der von Emerson Smith und McIntosh 
vorgeschlagenen Messungsmethode er- 
leichtert. 

Die Verabfolgung hoher Dosen von 
Gantrisin mit Mandelamin ueber einen 
langen Zeitraum und von Chloromycetin 
in hohen Anfangsdosen stellt in der 
Bekaempfung der Proteusorganismen die 
Behandlung der Wahl dar. Aureomycin 
sollte nicht verabreicht werden. 

Der Staphylokokkus wird am Besten 
mit Penicilen, Aureomycin oder Chloro- 
mycetin behandelt. 


RIASSUNTO 


Il proteo e il micrococco sono i germi 
maggiormente responsabili della decom- 
posizione dell’urea nell’urina. Dati clinici 
e sperimentali dimostrano che tali micro- 
organismi sono fra le cause pil importanti 
della calcolosi urinaria recidiva e anche 
della calcolosi primitiva se in presenza di 
uno stato infettivo. 

Gli Auturi sono persuasi che i calcoli 
di fosfato di calcio, di carbonate e di trip- 
lofosfato si formano a causa dell’infezione 
urinaria, mentre tale stato giuoca un 
minimo ruolo nella formazione dei cal- 
coli di acido urico, di urati, di ossalati 
e di cistina. La dimostrazione dell’attivita 
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decompositrice dell-urea é facilitata dall’ 
utilizzazione del metodo proposto da 
Emerson Smith and McIntosh. 

Il trattamento di scelta delle infezioni 
da porteo é la somministrazione di gan- 
trisin con mandelamine in forti dosi per 
un lungo periodo di tempo, e di cloromice- 
tina a forti dosi iniziali. L’aureomicina 
potra non essere somministrata. 

Le infezioni da _ stafilococco vengono 
curate nel miglior modo con penicillina, 
aureomicina e cloromicetina. 
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Humeral Bifurcation for Scapulohumeral Fusion 


HENRY MILCH, M_D., F.A.CS., F.I.C.S. 
NEW YORK 


the scapula is indicated primarily for 

two types of conditions; (1) paral- 
ysis, in the presence of which it acts to 
substitute scapular for glenohumeral mo- 
tion and (2) infections, such as tubercu- 
losis, to bring about healing of the in- 
flamed surfaces by putting them per- 
manently at rest. 

Historically, the earliest method of ac- 
complishing such fusion was by apposition 
of the denuded articular surfaces of the 
humerus and the glenoid. Experience, 
however, soon disclosed that the results 
of this procedure were not entirely satis- 
factory, and it was concluded that the 
difficulty arose from two sources: (1) in- 
adequate immobilization and (2) insuf- 
ficent bony apposition. 

Efforts were made to overcome these 
defects by appropriate measures. To se- 
cure greater stabilization, Vulpius! at- 
tempted wiring the two bones together. 
Ombredanne later suggested the use of 
a screw through the head into the glenoid, 
and still later the use of bone screw was 
recommended by Straub? and others. To 
increase the area of bone application, 
Gill’ recommended inserting the edge of 
the denuded acromion process into a slot 
on the side of the humerus. In the same 
year and in the same journal Schulz‘ 
called attention to the fact that this oper- 
ation was almost identical with a proce- 
dure he had described in 1923. 

Later, numerous articles appeared de- 
scribing the use of osteoperiosteal grafts 
for further minimizing the danger of non- 
fusion. In 1933 Brett® for the first time 
suggested the use of a long tibial graft 
extending from the humerus through the 
glenoid to the scapular portion of the 
spine. The first of these operations, per- 
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formed in 1930, was apparently designed 
for the purpose of accomplishing an ex- 
tra-articular fusion. In 1937 Leveuf® re- 
ported an almost identical operation (first 
performed in 1933), specifically stating 
that the tibial graft was employed not 
only as a bone graft but as a buttress to 
prevent adduction. This was an impor- 
tant step in advance. 

In all of the operations described up 
to the time of Leveuf, the attempt had 
been made primarily to reenforce the 
fusion area. From a medical point of view 
this was important, because all were pro- 
cedures in which the weight of the arm— 
a projecting cantilever fixed at one end 
—was being maintained against gravity 
by purely tensile forces. Leveuf’s recog- 
nition of the necessity of a buttress was 
salutary and found its most complete ex- 
pression in Brittain’s buttress operation 
for scapulohumeral fusion.? 

With respect to the paralytic and non- 
infectious conditions for which scapulo- 
humeral fusion has been recommended, 
the technical problems appear to have 
been explored and adequately resolved. 
With respect to the infections, and par- 
ticularly to tuberculosis of the shoulder, 
it would seem that the solution of the 
mechanical problem has been without re- 
gard to the biologic problem presented. 

In the shoulder as in other joints, the 
evolution of any inflammatory lesion de- 
velops under the influence of. a number 
of stresses, among which are increased 
intra-articular pressure, muscle spasm 
and the force of gravity. All of these 
forces act together to reach a point where 
the sum of the forces in any one direc- 
tion is balanced by the sum of the forces 
in other directions. In the shoulder this 
position is one of adduction. From the 
biologic point of view this is the most 
satisfactory position. From the point of 
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view of function, it is definitely unsatis- 
factory and has even been called a “vi- 
cious” attitude. Any attempt, however, 
t» move the humeral head from this posi- 
ton to the position of abduction, which 
i. functionally desirable, implies a dis- 
t rbance in the delicate balance of forces 
:eting about the inflamed joint. 

The dilemma that faces the surgeon, 
iien, is acquisition of the functionally de- 
-irable attitude of abduction without sac- 
iifice of the biologically necessary atti- 
tade of adduction. In an attempt to satisfy 
oth conditions it would appear that the 
;roblem is essentially one of maintain- 
ing the adducted position of the humeral 
head and at the same time permitting the 
extremity below the humeral head to be 
brought into the abduction necessary in 
everyday life. This can be accomplished 
only by osteotomy of the humerus below 
the level of the surgical neck. 

Osteotomy may be performed through 
either an anterior or a posterior approach. 
Because of the presence of the vessels and 
nerves anteriorly, the posterior approach 
is simpler and has been used. It affords, 
in addition, the opportunity to obtain 
actual measurement of the previously 
determined angle to which the humeral 
shaft is to be abducted. The importance 
of this cannot be too strongly stressed. 
Experience with the bifurcation operation 
in the femur and experimental photoe- 
lastic evidence have amply demonstrated 
that the angle between osteotomized frag- 
ments does not change when the osteo- 
tomized fragment is stressed.® 

The operation is performed with the 
patient under general anesthesia and in 
the prone position. Every effort should 
be made to avoid disturbance of the rela- 
tion existing between the humerus and 
the scapula. A 6 to 8 inch (15 to 20 cm.) 
curved incision is made, extending from 
the base of the acromion process down 
along the shaft of the humerus. The pos- 
terior border of the deltoid is defined and 
after being released is retracted outward. 
This exposes the posterior scapulohumeral 
muscles. The quadrilateral space contain- 
ing the axillary nerves and the posterior 
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Fig. 1 (Case 1, Thomas L., aged 15).—Roent- 
genogram taken in 1943 just after humeral bi- 
fureation. Nature of tuberculous destructive 
process in joint is indicated. 


circumflex humeral artery is outlined. The 
glenoid head of the triceps is now traced 
up to its origin on the infraglenoid tu- 
bercle. The long head of the triceps is de- 
tached from the infraglenoid tubercle, 
and the axillary border of the scapula is 
freed subperiosteally. Beginning just be- 
low the scapular insertion of the capsule, 
the infraglenoid region and the axillary 
border of the scapula are gouged out to 
make a bed for the reception of the upper 
end of the osteotomized humeral shaft. 
With use of the axillary nerve as a guide, 
the upper end of the humerus is subperi- 
osteally freed and the region of the sur- 
gical neck exposed. Lane retractors are 
inserted to maintain the exposure and to 
protect the brachial nerves and vessels 
which lie in an anterior plane. At a level 
corresponding to the level of the infra- 
glenoid tubercle, the humerus is osteoto- 
mized either in a transverse or an oblique 
plane. The arm is rotated and abducted 
into the position of choice and a slot is 
cut in its upper end, so as to permit fixa- 
tion by suture against the roughened area 
of the scapula. If possible, contact of the 
shaft of the humerus against the cut sur- 
face of the head portion should be main- 
tained by a fixation suture. The wound is 
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Fig. 2 (Case 1).—A, seven years after the operation. Humerus in adduction. B, humerus in ab- 
duction. Solid union at site of humeral osteotomy at infraglenoid abutment against scapula. Note 
that there has been no change in angle of abduction between humeral fragments. 


closed without drainage, and a plaster of 
paris spica is applied. Roentgenograms 
should be taken at appropriate intervals 
to check position and the progress of the 
fusion. The plaster should be left on until 
adequate fusion has occurred, after which 
an abduction brace may be substituted 
until solid union has occurred. 


REPORT OF CASES 


CASE 1.—Thomas L., aged 15, was seen in 
the outpatient department in April 1943, for 
treatment of “paralysis of the shoulder” which 
had existed since the boy was 6 months old. 
At this time the infant was alleged to have 
“suffered a stroke,” as a result of which he 
remained in bed for some time in a semi- 
comatose condition. According to the history, 
recovery was “complete” and no further diffi- 
culty was noted until the child reached the 
age of 4, when the family noted that he did 
not use the shoulder normally and the child 
himself began to complain of pain in the 
right shoulder. This has continued to the time 
of consultation. The pain was exacerbated on 


motion and occasionally severe enough to wake 
the patient from his sleep. The patient was 
thin, but not emaciated or acutely ill, and no 
night sweats had been noted. 

The shoulder was moderately atrophic. At 
its greatest diameter, the circumference of 
the right arm was 8 inches (20 cm.) ; that of 
the left was 9 inches (22.5 cm.). The arm 
was held in an adducted position, and active 
abduction was possible for only about 10 de- 
grees. Propulsion was limited, while external 
and internal rotation was possible only within 
a range of 5 degrees. The hand could not be 
brought to the mouth or to the back of the 
head. Motion in the elbow, wrist and fingers 
was normal. The scapular muscles were power- 
ful. There were no other motor or sensory 
disturbances in the extremities. 

The Kahn and Kline tests both gave nega- 
tive results. The intradermal quantitative 
tuberculin reaction was positive in a dilution 
of 1:10,000 but negative in higher dilutions. 
The sedimentation rate was 5 millimeters in 
forty-five minutes. Tests of the urine and 
blood revealed no abnormalities. 

On the basis of the clinical examination, 
tuberculosis seemed not unlikely, but an 
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“ypper arm type” of paralysis could not be 
excluded. The roentgenogram (Fig. 1), there- 
fore, was most startling, since it disclosed 
clear evidence of destructive arthritis, prob- 
aly tubercular in origin. This fitted in with 
the history of onset, the atrophy and the 
limited, painful motion. 

Though a positive diagnosis was not es- 
t.blished, it was determined to consider the 
soulder tuberculous and to undertake fusion. 
Qn June 10, 1948, the aforedescribed oper- 
a‘ion was performed with the patient under 
general anesthesia. Below the level of osteo- 
tomy the arm was abducted and externally 
rotated, so that the hand could easily be 
brought to the mouth. A plaster of paris spica 
was applied in this position, while firm ap- 
position of the humerus against the scapula 
was being maintained. 

Postoperative roentgenograms revealed a 
slight displacement of the humerus from this 
scapular abutment, and it was feared that no 
union would occur. To correct this, the pa- 


Fig. 3 (Case 1).—Photograph showing range of abduction and adduction following scapulohumeral 
usion. 
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tient was again brought to the operating 
room on July 1. On removal of the plaster it 
was observed that union had apparently taken 
place. A roentgenogram taken in the operat- 
ing room confirmed this and revealed the 
formation of callus, both between the scapula 
and the humerus and between the fragments 
of the osteotomized humerus (Fig. 2). A new 
spica was applied and was left on until August 
25. In December it was noted that firm 
scapulohumeral union was present, and the use > 
of the brace was discontinued. With gradual 
resumption of function, the patient enthusi- 
astically noted the appearance of motions of 
which he had previously been incapable. He 
was able to comb his hair, to make a tie and 
to use his arm normally in eating. Though 
abduction was excellent, the patient was un- 
able to bring his arm completely to the side. 
It was realized that this was due to excessive 
abduction of the distal fragment, but it was 
hoped that with time this would gradually 
tend to correct itself. This did not occur, and 
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the arm still projects outward about 20 de- 
grees from the side. The patient is able to 
put his hand on his head but cannot put his 
hand in his back pocket. 

When last examined, in October 1950, the 
patient had been doing full duty as an able- 
bodied seaman. He had excellent range of 
abduction (Fig. 3). He complained of no 
pain or weakness, and his only difficulty came 
when he had to put his hand in his back 
pocket. Roentgen examination (Fig. 2, A and 
B) disclosed firm union of the osteotomized 
humeral shaft to the scapula just below the 
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glenoid margin. The inflammatory process in 
the shoulder joint was obviously quiescent, 
and there was no evidence of progressive de- 
struction in either the scapula or the humerus. 
The patient was well pleased with the result 
and was not annoyed by the deformity. 

CASE 2.—John K., aged 48, was originally 
seen as a private patient. There was no family 
history of tuberculosis. About twelve years 
before, without any antecedent history of ill- 
ness or injury, the patient had noticed con- 
tinuous and slowly progressive pain and limi- 
tation of motion in the left shoulder. This 


Fig. 4 (Case 2, John K., aged 48).—Roentgenogram taken in 1943. Tuberculosis of left shoulder. 
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Fig. 5 (Case 2).—Roentgenogram taken after revision of operation. Union has not occurred. 


pain was made worse by motion and by the 
application of heat. Five years prior to this 
consultation a shoulder spica was applied, but 
without relief. During the past year marked 
atrophy of the shoulder had been noted and 
the patient had been seen at another large 
orthopedic hospital, where the diagnosis of 
tuberculosis was made. 

Examination revealed the typical adducted 
position of the arm. Abduction was possible 
for 5 to 10 degrees. Rotation was almost com- 
pletely absent, but moderate degrees of retro- 
propulsion and propulsion were possible. There 
was marked atrophy of the scapulohumeral 
muscles. Slight tenderness was elicited on 
pressure, but there was no other sign of in- 
flammatory reaction. 

Examinations of the urine and blood re- 
vealed no abnormality. The sedimentation rate 


was 20 millimeters. The Kahn and Kline tests 
gave negative results. The quantitative tuber- 
culin reaction was positive in a dilution of 
1:10,000 but negative in all higher dilutions. 
Aspiration of the shoulder was unproductive. 

A roentgenogram of the chest made on June 
30, 1948, revealed a few discrete calcific de- 
posits in the right hilus, but no evidence of 
infiltration or pulmonary consolidation. In the 
left shoulder there were “large gouged-out 
areas in the articular surface on the upper 
and lower quandrants of the humeral head. 
There is an associated narrowing of the 
shoulder joint, with some erosion of the ar- 
ticular cartilage (glenoid). The changes are 
those of a tuberculous process” (Fig. 4). 

On July 8 an operation, similar to that 
already described, was performed. In order 
to maintain apposition of the humeral shaft 


nt, 
: 
on 
819 
ke 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


against the scapular edge, a wire suture was 
employed and a plaster of paris spica was ap- 
plied after closure of the wound. 

Roentgenograms taken several days after 
operation revealed that the wire had broken 
and that there was a definite loss of contact 
between the bone ends. It was feared that 
union would not occur and the necessity of 
revision had to be contemplated. Check-up 
roentgenograms taken on July 22 revealed 
that the humeral shaft had been pulled closer 
to the scapula, so that the humerus appeared 
to fit into the excavation prepared for it on 
the scapula. There was evidence of some callus 
formation. Because of this report, nothing 
further was done until a roentgenogram sub- 
sequently taken clearly demonstrated that non- 
union had occurred. To correct this, the pa- 
tient was again taken to the operating room. 

On November 4, through an incision along 
the posterior margin of the deltoid, the osteo- 
tomy site was exposed. The retaining wire 
was found broken and was removed. New 
wires were inserted and the humerus held 
firmly against the scapula, while free bone 
grafts were placed in situ around the scapulo- 
humeral point of contact (Fig. 5). After skin 
closure a plaster of paris shoulder spica was 
applied with the hand held to the mouth and 
the arm in about 45 degrees of abduction, 
with slight forward flexion. The plaster was 
left on until evidence of bony union was ob- 
served. Then it was replaced by a brace, which 
was worn until August 1944, after which 
gradual active use of the shoulder was en- 
couraged. At this time the patient complained 
of no pain. The arm was held in 20 degrees 
of abduction and could be actively abducted 
to.85 degrees. Rotation was markedly limited. 
About six to seven months after the opera- 
tion a small sinus opened in the incision. 
In March 1946, under the care of another 
surgeon, the wound was opened. A small bone 
sequestrum and the restraining wire were re- 
moved. The wound healed per primam, but on 
March 20 it was noted that active abduction 
was possible to 90 degrees, passive abduction 
to 120 degrees, internal rotation to 60 degrees, 
and external rotation to 70 degrees. 

The discovery of this amount of rotation 
should have suggested the presence of non- 
union and indicated further immobilization. 
This was not carried out, and on April 25 the 
wound was again opened and packed with 
tyrothrycin. After prolonged drainage, the 
wound finally healed. A roentgenogram taken 
on September 25 revealed union of the 
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humeral head to the glenoid but nonunion at 
the site of osteotomy. The patient was lost 
to examination, but a report to his physicia) 
indicated that as late as May 1950 he was 
comfortable, was using his arm without pain 
and was able to-carry on his work as a sales- 
man, without any difficulty. 

The procedure is simple and relatively 
free of shock, and requires no special! 
armamentarium. It affords a method of 
accomplishing extra-articular fusion in 
which the “buttress” principle is utilized 
without the necessity of fashioning a 
special bony buttress. In this procedure 
the action of gravity results in further 
impaction of the upper end of the osteo- 
tomized humerus against the scapula, thus 
aiding fusion. A “cantilever” type of oper- 
ation in which gravity tends to disrupt 
the fusion is replaced by one that employs 
the architectural principles to which Brit- 
tain called attention. 

The procedure would seem to be applic- 
able in all cases, whether the condition is 
paralytic or infectious, if extra-articular 
glenohumeral fusion is indicated. It may 
find an indication in the treatment of 
younger children when the classic methods 
of glenohumeral fusion seem unsatisfac- 
tory. Though such fusion has been accom- 
plished in a child as young as 314 years, 
the consensus seems to be that the classic 
type of glenohumeral fusion should be de- 
ferred until the child is 8 to 10 years old, 
and preferably until he is 12 or 15. This 
long waiting period with all its conse- 
quences may be obviated by the bifurca- 
tion procedure. 

Humeral bifurcation may find its spe- 
cific indication in the presence of such 
conditions as tuberculosis, for which ex- 
tra-articular fusion is desirable. It is. 
however, clearly not to be used where 
there is extensive involvement, either of 
the infraglenoid region or of the upper 
portion of the humeral shaft. Since the 
operation is designed to exclude the tuber- 
culous area, any extensive involvement 
precludes the possibility of opposing rela- 
tively noninfected bony surfaces. Where 
the opposing surfaces are healthy, scap- 
ulohumeral fusion occurs quite promptly. 
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It is felt that the sloping axillary border 
of the scapula, against which the humerus 
abuts, affords an additional mechanical 
support against the disturbing action of 
gravity. The complete rest which is given 
to the glenohumeral joint will facilitate 
biologic arrest of the disease and _ ulti- 
mately spontaneous fusion of the joint. 
The possibility of secondary fusion of the 
shaft of the humerus to the lower surface 
of the head portion can only serve to re- 
enforce the stability of the shoulder. When 
this occurs, the end result assumes the 
appearance of a humeral bifurcation and 
the relation to the femoral bifurcation by 
which it was suggested becomes apparent. 

The most surprising feature of the 
whole procedure is the ease and relative 
promptness with which bony union has 
been observed to occur. Roentgenographic 
evidence of fusion was demonstrable as 
early as two weeks after the operation. 
Though this evidence cannot be considered 
strong enough to warrant removal of the 
supporting apparatus before the lapse of 
the usual period, increasing experience 
may well justify a reduction in the pe- 
riod during which enforced immobiliza- 
tion is required. 


SUMMARY 


An extra-articular method of scapulo- 
humeral fusion is described. After osteo- 
tomy of the humerus at a level just be- 
low the tuberosities, the humeral shaft is 
displaced against the roughened axillary 
border of the scapula. Early union in this 
region seems to justify the hope of re- 
ducing the period of convalescense neces- 
sary after shoulder fusions. Though it ap- 
pears to be specifically indicated in the 
presence of tuberculous lesions, it may 
also be useful in the treatment of other 
shoulder disabilities. 


ZUSAM MENFASSUNG 


Es wird eine extraartikulaere Methode 
der Fusion des Schultergelenks beschrie- 
ben. Nach Osteotomie des Oberarm- 


knochens knapp unterhalb der Tubercula 
wird der Oberarmschaft gegen den an- 
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gerauhten axillaeren Rand des Schulter- 
blatts verschoben. Die fruehzeitige Ver- 
einigung der Knochen in dieser Gegend 
scheint die Hoffnung auf Abkuerzung der 
nach Schulterfusionen erforderlichen Hei- 
lungsperiode zu rechtfertigen. Obgleich 
die Methode besonders beim Bestehen 
tuberkuloeser Erkrankungen angezeigt zu 
sein scheint, so mag sie doch auch in der 
Behandlung anderer Schultererkrankun- 
gen von Nutzen sein. 


SUMARIO 


Um metodo extra-articular de fusao es- 
capulo-humeral é descrito. Depois de 
osteotomia do humerus a um nivel logo 
abaixo da tuberosidade, a diafise humeral 
é deslocada contra o bordo aspero axilar 
da omoplata. Uniao precoce nesta regiao 
parece justificar a esperanca de reduzir 
© periodo de convalecenga necessario apés 
fusao do ombro. Ainda que apareca ser 
especificamente indicada na presenca de 
lesdes tuberculosas, pode tambem ser util 
no tratamento de outras incapacidades 
funcionais do ombro. 


RESUMEN 


Se describe un método extrarticular de 
fusi6n escapulohumeral. Después de la 
osteotomia humeral exactamente debajo 
de las tuberosidades, se lleva el cabo 
humeral contra contra el borde rugoso de 
la escdépula. La unién temprana en esta 
regi6n parece justificar la esperanza para 
reducir el periodo de convalescencia neces- 
ario después de las lusiones del hombro. 
Aunque parece estar especificamente in- 
dicado en presencia de lesiones tubercu- 
losas, puede ser util en el tratamiento de 
otras incapacidades del hombro. 


RIASSUNTO 


Viene descritto un metodo di artrodesi 
scapolo-omerale per via extrarticolare. 
Dopo un’osteotomia dell’omero  subito 
sotto alle tuberosita, il moncone omerale 
della scapola, recentato. I] precoce salda- 
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mento in tale sede sembra giustificare la 
speranza di ridurre il periodo di con- 
valescenza solitamente necessario dopo 
lartrodesi di spalla. Per quanto tale 
metodo trovi la sua indicazione specifica 
nelle lesioni tubercolari, esso pud riuscire 
utile anche nella cura di altre malattie 
della spalla. 


RESUME 


L’Auteur décrit un procédé de fusion 
scapulo-humérale extra-articulaire. Aprés 
une ostéotomie de l’humérus sous les 
tubérosités, le corps de l’humérus est 
repoussé vers la partie axillaire de l]’omo- 
plate. Une fusion précoce dans cette ré- 
gion semble justifier le désir de raccourcir 
la période de convalescence nécessaire 
aprés les soudures de |’épaule. Si c’est une 
nécessité pour les lésions tuberculeuses, 
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ce traitement peut aussi avoir des indica- 
tions thérapeutiques dans d’autres cas. 
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Results of Total Gastrectomy 
‘LOUIS T. PALUMBO, M.D., F.A.C:S., F.I.C.S., anp 


JAMES E. BRENNAN, M.D. 


gastrectomy in the treatment of car- 

cinoma of the stomach and other lesions 
involving this organ, we present a review 
of our experiences and the results ob- 
tained. 

This report is stimulated by the many 
recent reports, some of small and others 
of larger series, of the experiences of 
others in this field.! The present report is 
not intended to support the premise that 
total gastrectomy is the method of choice 
in the management of cancer or other 
lesions of the stomach. This controversial 
subject will remain unsettled until a large 
enough series of cases involving all types 
of lesions has been accumulated and ac- 
curately assessed and a final and factual 
opinion can be given. 

Our primary purpose is to present a de- 
tailed analysis of observations and the re- 
sults of total gastrectomies performed on 
20 patients from Jan. 2, 1948, to April 
27, 1951. 

All of the patients were men between 
the ages of 30 and 75. The average age 
was 54.6. The age incidence was similar 
in the three groups of patients studied, 
being 54 for benign ulcer, 53.6 for giant 


[« view of the recent trend toward total 


. hypertrophic gastritis, and 55 for carci- 


noma. 
The average duration of symptoms prior 
to the patient’s seeking medical advice 
was seven months. The most frequent 
complaints were epigastric pain or full- 
ness, indigestion, loss of weight, weak- 
ness, nausea, flatulence, vomiting, hema- 
temesis and tarry stools. The weight loss 
varied from 5 to 50 pounds (2.3 to 22.7 
Kg.). Frequently, the progressive unex- 
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plainable loss of weight in the beginning 
of his illness was the symptom first noted 
by the patient. In several instances the in- 
itial factor was massive gastrointestinal 
hemorrhage. 

In 13 (65 per cent) of the cases a posi- 
tive diagnosis was established preoper- 
atively by clinical, gastroscopic, and/or 
roentgenographic studies. The roentgeno- 
graphic diagnosis was positive or correct 
in 14 (70 per cent) of the cases and in- 
correct in 6 (30 per cent), whereas the 
gastroscopist examined 14 patients pre- 
operatively, with an accurate diagnosis 
established in 10 of the cases (71 per 
cent) and an inaccurate diagnosis in 4 (29 
per cent). In the over-all survey an ac- 
curate preoperative diagnosis was made 
in 18 (65 per cent) of the cases, and in 
the remaining 7 the diagnosis was finally 
established at operation and by tissue 
studies by the pathologist. Of the total 
series of cases, carcinoma was diagnosed 
in 13, benign ulcer in 4 (these were large 
ulcers in juxtaposition to the cardio- 
esophageal area), and giant hypertrophic 
gastritis in 3 (Table 1). In 1 case the 
major gross and microscopic pathologic 
picture was that of extensive, far-ad- 
vanced giant hypertrophic gastritis, which 
also showed multiple isolated areas of 
malignant tissue.’ The roentgen picture 
in these special cases frequently revealed 
changes resembling those typical of scir- 
rhous carcinoma of the stomach." 


TABLE 1.—Lesions of the Stomach 


Type Number Per Cent 
Gastritis, giant hypertrophic.... 3 15 

20 100 


These patients were prepared rapidly 
for operation. They were given a high 
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TABLE 2.—T ype of Incisions Employed 
Type Number Per Cent 
Transverse upper abdominal.... 9 45 
Thoracoabdominal- 55 
100 
27.23 
36.34 


27.23 
9.2 


100.00 


TABLE 3.—Gastrectomy and Contiguous 
Strictures 


Number _ Per Cent 


Organ 
Adrenal, left 4/5 
Colon, transverse 
Duodenum, proximal 
Esophagus, distal 
Gastrectomy, total 
Gastrectomy, 95-98% 
Jejunum, portion 
Liver, left lobe, portion 
Liver, right lobe, portion 
Pancreas, 2/3 
Pancreas, body 
Pancreas, body and tail 
Pancreas, tail 
Spleen 


protein, high caloric diet supplemented 
with vitamins. The electrolyte and fluid 
balances were established, and _ blood 
transfusions were given to correct anemia. 

The operations were performed with 
the patients under endotracheal anes- 
thesia. Ether and/or nitrous oxide was 
used, supplemented with pentothal and/or 
curare as required. Surgical blood loss 
during surgery was replaced during the 
operation. In 11 (55 per cent) of the 
cases a left combined thoracoabdomi- 
nal incision was used with the patient 
in a supine position. In the remain- 
ing nine (45 per cent) a supraumbilical 
transverse elliptic abdominal incision was 
employed. In those cases in which a com- 
bined thoracic and abdominal approach 
was employed, the abdominal incision was 
accomplished first to determine the type 
and extent of the pathologic condition, 
and the operability of the lesion. After 
these factors were satisfactorily estab- 
lished, the thoracic incision was made to 
produce adequate and proper exposure. 
In this series of 11 patients in whom a 
combined incision was, employed the 
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thoracic incision was carried through the 
sixth intercostal space in 3. patients, 
through the seventh space in 4 patients, 
through the eighth space in 3 patients and 
through the ninth interspace in 1 patient 
(Table 2). 

In these patients the costal arch was 
divided with a knife at the interspace se- 
lected and the incision was extended mid- 
way in the intercostal space to the mid- 
axillary line. The diaphragm was divided 
in a radial direction down through the 
esophageal hiatus. Wound closure in all 
cases, including those in which the dia- 
phragm was involved, was performed with 
silk throughout. 

In all cases the greater and lesser 
omentum was resected, together with all 
regional lymph nodes, including those 


about the celiac axis, about the pancreas 
and duodenum, and along the hepatodu- 
odenal ligament. In 9, or 45 per cent, of 
the cases the entire stomach, the lower 
portion of the esophagus and the first 
part of the duodenum were resected also. 


In many of the patients contiguous struc- 
tures or portions of organs were removed 
en bloc (Table 3). 

In 11 patients, depending upon the size, 
location, and type of lesion, a small por- 
tion, representing less than 5 per cent of 
the total stomach, was left intact either 
at the esophagofundic area or the prepy- 
loric area. This small segment was utilized 
in reestablishing esophagointestinal con- 
tinuity. In 5 cases (25 per cent) an eso- 
phagoduodenal anastomosis was_ per- 
formed; in 8 (40 per cent) an esophago- 
jejunal anastomosis and _ enteroenteros- 
tomy was accomplished; in 5 (25 per 
cent) the jejunum was anastomosed to 
the esophagofundic cuff, and in 2 (10 per 
cent) a small tube of greater curvature of 
the stomach was formed for anastomosis 
with the duodenum (Table 4). 


TABLE 4.—Type of Anastomosis 
Type 
Esophagoduodenal 
Esophagojejunal and entro- 
enterostomy 
Esophagofundic-jejunal 
Gastro-tubal-duodenal 
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TABLE 5.—Causes of Postoperative Deaths 


PALUMBO AND BRENNAN: RESULTS OF GASTRECTOMY 


r Causes of Death 


Number Type of Anastomosis Number 
2 Esophagoduodenal 2 Disruption of suture line and peritonitis 
iz Shock, after-effects of 
Esophagojejunal 1 Leakage of anastomosis and peritonitis 
2 Esophagofundoduodenostomy 1 Pulmonary edema 
1 Ruptured spleen 


The total number of postoperative complications was 36. These occurred not singly but in a 
variety of combinations in many of the patients. The most frequent complications were pulmonary, - 
in incidence of 38.8 per cent, and subphrenic (abscess), a 19.4 per cent incidence. The various com- 


jlications are listed in Table 6 


In every case of esophagojejunal anas- 
iomosis an end-to-side antecolic type was 
accomplished by use of an afferent limb 
xbout 14 to 18 inches (35.5 to 45.7 cm.) 
in length. A long enteroenterostomy was 
accomplished about 4 or 5 inches (10.1 
to 12.7 em.) below the union between the 
esophagus and jejunum. The long anasto- 
mosis between the afferent and efferent 
limbs of the jejunum was accomplished to 
provide a reservoir for food. An anasto- 
mosis of the esophagus to the duodenum 
was carried out in a select group of pa- 
tients. The technic utilized in this group 
has been described in a previous article." 

The anastomosis was buttressed against 
the diaphragm and posterior body wall as 
recommended by Wangensteen.' The an- 
terior portion was usually reenforced by 
the left triangular ligament of the liver. 
The diaphragm was sutured about the site 
of the anastomosis. A Levine tube was 
passed down beyond the anastomosis prior 
to completion of the anterior row of su- 
tures. The phrenic nerve was not crushed. 
In many instances, catheter underwater 
drainage of the chest was employed. Ab- 
dominal drains were placed in a few cases, 
especially when extensive contiguous 
structures were removed and partial pan- 
createctomy was performed. 

The patients were given oxygen post- 
operatively by the intranasal catheter 
method. Nasointestinal suction was _ in- 
stituted, and the Levine tube was removed 
after audible peristalsis was present and/ 
or after a small amount of barium intro- 
duced through the tube or by mouth re- 
vealed no obstruction or leakage at the 


site of anastomosis as demonstrated by 
fluoroscopic and roentgenographic study. 
Occasionally oral feedings were given 
through the Levine tube. The fluid, elec- 
trolyte and caloric requirements were met 
by intravenous administration. Blood was 
given as necessary to maintain the blood 
volume and blood count within normal 
limits. Frequent oral feedings were com- 
menced on the fourth to the seventh day, 
beginning with small amounts and in- 
creasing the intake accordingly, followed 
by soft foods in six to ten days. 

Results: There were five hospital deaths 
in 20 patients subjected to gastrectomy. 
One occurred in a patient with carci- 
noma of the stomach, 2 in patients with 
benign gastric ulcer, and 1 in a patient 
with giant hypertrophic gastritis. Two 
deaths resulted from leakage of the anas- 
tomosis, causing peritonitis; the third 
pulmonary edema; the fourth was due to 
after effects of shock and blood loss, and 
the fifth was due to a ruptured spleen. In 
these 5 cases, 2 deaths occurred in pa- 
tients in whom an esophagoduodenal anas- 
tomosis had been accomplished, 1 was due 
to disruption of the suture line of the an- 
astomosis, and the other was the result 
of shock due to extensive surgical ma- 
neuvers necessary to remove the lesion 
plus the contiguous structures. One death 
occurred in the group in which an eso- 
phagojejunal anastomosis was performed, 
and this was due to leakage from the line 
of anastomosis. Two deaths occurred in 
patients in whom a small tube was con- 
structed of a portion of the greater curva- 
ture of the stomach. These deaths were a 
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result of pulmonary edema in 1 instance 
and ruptured spleen in the other (Table 
5). 

The total number of postoperative com- 
plications was 36. These occurred not 
singly but in a variety of combinations in 
many of the patients. The most frequent 
complications were pulmonary, an inci- 
dence of 38.8 per cent, and subphrenic 
(abscess), a 19.4 per cent incidence. The 
various complications are listed in Table 6. 

At present the total number of patients 
surviving is 7. The remaining 8 of this 
series died within twenty-eight months 
after operation. The average period of 
survival for the latter group was five 
months. The longest survival period was 
twenty-eight months, and the _ shortest, 
one month. In this group, 7 of the patients 
were operated on for carcinoma of the 
stomach and 1 for benign ulcer. The cause 
of death in the cancer group was a direct 
result of recurrent or metastatic lesions. 

Of the 7 patients still alive, the longest 
period of follow-up was_ thirty-four 
months and the shortest seven. Five of 
these 7 patients were operated on for car- 
cinoma. The average survival time for this 
group was twenty and four-tenths months, 
with 1 patient alive at thirty-four months. 
One patient with giant hypertrophic gas- 
tritis and 1 with benign gastric ulcer are 
alive at twenty-eight months. 

No special studies were conducted of 
the postoperative digestive functions of 
these patients. However, oral barium eso- 
phagointestinal fluoroscopic and roentgen- 
ographic studies were conducted. These 
revealed a normally functioning anasto- 
mosis with no evidence of obstruction and 
with the barium passing readily into the 
upper loops of the small bowel. In those 
instances in which an esophagoduodenal 
anastomosis was carried out, the normal 
C-curve of the duodenum was lost and the 
duodenum was observed to the left of the 
midline and in a straight line." In this 
series, likewise, there was a normal 
transit of barium through the anastomotic 
site."! 

Of the 7 patients alive at the time of 
writing, 4 have gained, from 2 to 25 
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pounds (0.9 to 11.3 Kg.) in weight with: 
an average weight increase of 12!. 
pounds (5.6 Kg.). One patient has losi 
50 pounds (22.7 Kg.). One patient’s 
weight remains unchanged. 

Five of these patients complained of 
abdominal or cramplike pain. Four com- 
plained of weakness and lassitude; and 
1 of recurrent vomiting. The majority 
of these patients are requiring five to 
seven meals a day. One patient has diar- 
rhea, and one has anemia. One patient has 
a dumping syndrome. This patient has 
gained 4 pounds (1.8 Kg.) since his last 
examination. He is employed seven days 
a week. He underwent a total gastrec- 
tomy twenty-eight months ago for giant 
hypertrophic gastritis. 

Two patients operated on for cancer of 
the stomach were reoperated on; one, six 
months after the original procedure. At 
the time of the second operation no evi- 
dence of recurrent carcinoma at the anas- 
tomotic site or in the continguous areas 
was found. In a follow-up one month later, 
the patient had gained 5 pounds (2.3 Kg.). 


TABLE 6.—Postoperative Complications 


Number’ Per Cent 


Type ~ 
Intra-abdominal 
Abscess 
Gangrene, small bowel ....... | 2.78 
Infarction, spleen ........... 2 5.54 
Ileus, small bowel ........... 1 2.78 
Obstruction, small bowel ..... 3 8.32 
Pancreatitis, acute .......... 3 8.32 
17 47.19 
Pulmonary 
Effusion, pleural ............ 4 11.08 
1438.80 
Miscellaneous 
Thrombosis, iliac vein ....... 1 2.78 
Reaction to drug (sulfa)..... a 2.78 
Wound, drainage ........... 1 2.78 
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The second patient was operated on again 
in July 1951, thirty months after total 
gastrectomy. At that time metastatic le- 
sions were present in the liver, with ex- 
tensive lymph node involvement. He is 
alive at the time of writing, February 
1952. 
COMMENT 


‘Even though this series is small and 
represents a variety of conditions that are 
difficult to diagnose accurately, either pre- 
operatively or at the time of operation, 
it presents an incidence of only 0.11 per 
cent of all the patients treated surgically 
on this service during a period of forty 
months. It is interesting to note that, of 
the 20 patients in this group, 8 (40 per 
cent) had gastric lesions which were 
symptomatic of carcinoma preoperatively 
and at the time of operation. In 4 cases 
the ulcers were large and below the eso- 
phagus along the lesser curvature. It was 
impossible at the time of surgical inter- 
vention to state specifically and categori- 
cally that these ulcers were nonmalignant. 
Because of their size and location, radical 
operation appeared necessary. On final 
study these ulcers all proved benign. In 
the other 4 cases the primary pathologic 
change, as demonstrated at the time of 
operation, was unquestionable extensive 
giant hypertrophic gastritis." In every in- 
stance these patients had repeated mas- 
sive gastric hemorrhages and a variety 
of complaints. Aside from performing a 
surgical procedure that would eliminate 
exsaguination from this type of lesion, an 
associated malignant lesion of the stomach 
could not be eliminated by any method 
of study or survey prior to or during sur- 
gical intervention. 

In every case in this category, there 
were many areas which grossly suggested 
malignant change. In 1 instance, perma- 
nent microscopic sections of tissue from 
different areas of the stomach revealed 
malignancy; the incidence of carcinoma 
in these 4 cases of giant hypertrophic gas- 
tritis was 25 per cent." 

The postoperative mortality rate has 
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been reduced considerably since about 
1944; in many series reported during the 
early groups from 1940 to 1946, this rate 
varied from 15 to 30 per cent. In many 
series today it is approximately 10 per 
cent or even lower.” In our series of 13 
patients in this group with carcinoma 
there was 1 death, a mortality rate of 7.6 
per cent. The greatest hazards following 
this type of massive surgical procedure 
are pulmonary complications and perito- 
nitis resulting from leakage of the anas- 
tomotic suture line. However, with the 
greater and more adequate exposure ob- 
tained today by the thoracoabdominal ap- 
proach, a more satisfactory operation can 
be accomplished, the scope of the opera- 
tion extended and the anastomosis more 
meticulously performed with greater se- 
curity, which eliminates or reduces the 
incidence of leakage and peritonitis. 

The physiologic disturbances created by 
this type of operation require further 
study and evaluation in assessing the over- 
all results of total versus subtotal gastrec- 
tomy in the management of carcinoma of 
the stomach. Continued surveillance and 
frank reporting of every fact in this field 
are paramount in reaching an unbiased 
conclusion ; therefore we consider that this 
report is warranted. 


SUMMARY 


Twenty patients were operated upon 
during a forty-month period (from 1948 
to 1951) for carcinoma of the stomach, 
for large ulcers high on the lesser curva- 
ture of the stomach and for giant hyper- 
trophic gastritis. There were 13 cases of 
cancer of the stomach, 4 cases of large 
benign ulcer and 3 cases of giant hyper- 
trophic gastritis. The postoperative mor- 
tality was 7.6 per cent in the cases of 
cancer of the stomach. 

The average survival rate for the pa- 
tients with cancer was twelve months, the 
longest survival to the time of writing 
being thirty-four months. For patients 
with benign ulcers, the maximum sur- 
vival to the time of writing is fifteen 
months; for patients with giant hyper- 


ith 
of 
nd 
ty 
to 
as 
st 
ys 
nt 
LX 
S- 
gare 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS JUNE, 195 


trophic gastritis, twenty-eight months. 

In many of the cases in this operative 
series, associated and contiguous tissue 
and organs were removed. The postoper- 
ative complication rate was high; the most 
common types were pulmonary complica- 
tions, subphrenic abscess and peritonitis. 

In 5 cases an esophagoduodenal anasto- 
mosis was performed; in 8 the anasto- 
mosis was of the .esophagojejunal type 
with an associated enteroenterostomy; in 
7 an esophagofundojejunostomy was per- 
formed. 

The physiologic disturbances and the 
value of total versus subtotal gastrectomy 
in the management of carcinoma of the 
stomach will depend upon long term fol- 
low-up results in many series of patients 
so treated. 

SUMARIO 


Vinte pacientes foram operados durante 
um periodo de quarenta mezes (de 1948 
a 1951) por carcinoma do estomago, por 
grandes ulceras altas da pequena curva- 
tura do estomago e por gastrite hipertrofi- 
ca gigante. Houve 13 casos de cancer do 
estomago, 4 casos de ulcera_ benigna 
grande, 3 casos de gastrite hipertrofica 
gigante. A mortalidade postoperatoria foi 
de 7.6 por cento em casos de cancer do 
estomago. 

A taxa de sobrevida media para os 
pacientes com cancer foi de 12 mezes, a 
mais longa sobrevida ao tempo deste 
artigo foi de 34 mezes. Para os pacientes 
com ulceras benignas, a sobrevida maxima 
ao tempo deste foi de quinze mezes; para 
pacientes com gastrite hipertrofica gi- 
gante, 28 mezes. 

Em muitos dos casos desta serie opera- 
toria tecidos associados e contiguos, bem 
como orgaos, foram removidos. A taxa 
de complicacao pos-operatoria foi alta; os 
tipos mais comuns foram complicacédes 
pulmonares, abcesso sub-frenico e perito- 
nite. 

Em 5 casos uma anastomose esofago- 
duodenal foi executada; em 8 a anasto- 
mose foi do tipo esofagojejunal com uma 
entero-enterostomia associada ; em 7 uma 


esofagojejunostomia foi executada. A: 
perturbacées fisiologicas e o valor da gas 
trectomia total versus subtotal no manu. 
seio do carcinoma do estomago dependera: 
em larga manu do follow-up em muito: 
pacientes assim tratados. 


RESUMEN 


20 pacientes operados en un periodo de 
40 meses (1948 a 1951) por carcinoma 
gastrico, grandes ulceras de la grande y 
la pequena curvaturas y gastritis hiper- 
trofica gigante. Hubieron 13 casos de 
cancer gastrico, 4 de gran tlcero benigna 
y 8 de gastritis hipertréfica gigante. La 
mortalidad postoperatoria fué de 7.6 por 
ciento en los casos de cancer gastrico. 

El promedio de supervivencia en los 
pacientes cancerosos fué de 12 meses, la 
supervivencia mayor hasta la fecha de 
34 meses. E] maximo de supervivencia en 
los pacientes con Ulceras benignas fué 
hasta la fecha de 15 meses, para aquellos 
con gastritis hipertr6fica gigante de 38 
meses. 

En muchos de los casos se extirparon 
o6rganos y tejido contiguo. El indice de 
complicacién postoperatoria fué alto, 
siendo las més comunes las complicaciones 
pulmonares, absceso subfrénico y peri- 
tonitis. 

En 5 casos se hizo anastomosis esofa- 
goduodenal, en 8 esdfagoyeyunal junto 
con enteroenterostomia y en 7 esdfago- 
fundoyeyunostomia. 

Los trastornos fisiol6gicos y el valor de 
la gastrectomia total versus la subtotal 
en el carcinoma gastrico, dependeran a la 
larga de los resultados consecutivos en 
muchas series de pacientes tratados asi. 


RESUME 


Durant une période de 40 mois (de 194¢ 
a 1951), 20 patients furent opérés pou 
cancer de |l’estomac, pour ulcére étendu. 
haut situé sur la petite courbure de 
l’estomac ou pour une gastrite hypertro- 
phique étendue. I] y avait 13 cas de cancer 
de l’estomac, 4 cas d’ulcére bénin étendu, 
3 cas de gastrite hypertrophique étendue. 
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La mortalité post-opératoire fut de 7.6 
dans le cas de cancer de |’estomac. 

La moyenne de survie dans le cas de 
cancer de l’estomac fut de 12 mois, la plus 
longue étant de 34 mois. Les patients 
avec des ulcéres bénins, eurent une survie 
je 15 mois, tandis que ceux qui présent- 
aient une gastrite hypertrophique géante 
‘urent de 28 mois. 

Les complications opératoires furent 
trés élevées; les plus fréquentes furent les 
zongestions pulmonaires, l’abcéss sous- 
phrénique et la péritonite. 

A lintervention, les tissus avoisinants 
furent largement réséqués, voir méme des 
organes. 

Dans 5 cas, on a pratiqué une anasto- 
mose aérophago-duodénale, dans 8 cas 
l’anastomose d’oesophago-jéjunale fut as- 
sociée a l’entéro-entérostomie; tandis que 
7 cas subirent |’oesophago-fundo-jejunos- 
tomie. 

Les résultats définitifs de la gastrecto- 
mie totale et de la subtotale dans les cas 
de cancer de |’estomac dépendront surtout 
de l’examen a longue échéance des opérés. 


ZUSAM MENFASSUNG 


Waehrend eines Zeitraumes von 40 
Monaten (von 1948-1951) wurden 20 
Kranke wegen Magenkrebses, wegen 
hoch an der kleinen Kurvatur sitzender 
Magengeschwuere und wegen hochgradig 
hypertrophischer Gastritis operiert. In 13 
Faellen handelte es sich um Magenkrebse, 
in vier Faellen um grosse gutartige 
Geschwuere und in drei Faellen um hoch- 
gradige hypertrophische Gastritis. In den 
Krebsfaellen betrug die postoperative 
Sterblichkeit 7,6% 

Die durchschnittliche Dauer des Ueber- 
lebens betrug fuer die Krebskranken 12 
Monate; die laengste bis zur Zeit der 
Niederschrift der Arbeit beobachtete 
Periode war 34 Monate. Die laengste 
Ueberlebens periode unter den Kranken 
mit gutartigen Geschwueren betrug zur 
Zeit der Neiders-creibung 15 Monate, fuer 
Kranke mit hochgradiger hypertrophis- 
cher Gastritis 28 Monate. 

In vielen Faellen dieser operativen Serie 
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wurden zugehoerige und angrenzende 
Organe entfernt. Die Quote postopera- 
tiver Komplikationen war hoch; meist 
handelte es sich um Lungenkomplikatio- 
nen, subphrenischen Abszess und Bauch- 
fellentzuendung. 

In 5 Faellen wurde eine Anastomose 
zwischen Speiseroehre und Zwoelffinger- 
darm angelegt, in 8 Faellen bestand die 
Anastomose in einer Oesophagojejuno- 
stomie mit gleichzeitiger Enteroentero- 
stomie, und in 7 Faellen wurde eine Oeso- 
phagofundojejunostomie ausgefuehrt. Um 
zu einer Beurteilung der physiologischen 
Stoerungen und des Wertes der totalen 
Magenresektion gegenueber  subtotalen 
Resektion in der Behandlung des Magen- 
krebses zu gelangen, wird man auf lang 
ausgedehnte Nachbeobachtungen vieler 
Serien auf diese Weise behandelter 
Kranker angewiesen sein. 


RIASSUNTO 


In un periodo di quaranta mesi (dal 
1948 al 1951) vennero operati 20 pazienti 
per carcinomi dello stomaco, per grandi 
ulcere alto-situate della piccola curva gas- 
trica e per gastrite ipertrofica. I carci- 
nomi dello stomaco furono 13, le ulcere 
4, le gastriti ipertrofiche 3. La mortalita 
post-operatoria fu del 7,6% nei casi di 
cancro dello stomaco. 

La sopravvivenza media dei pazienti 
affetti da cancro fu di 12 mesi; la sopra v- 
vivenza massima, al tempo in cui il lavoro 
fu scritto, di 34 mesi. La sopravvivenza 
massima dei pazienti con ulcere benigne, 
al tempo in cui fu scritto il lavoro, é di 
15 mesi; quella dei pazienti con gastriti 
ipertrofiche, di 28 mesi. 

In molti casi di tale statistica operatoria 


‘furono asportati i tessuti e gli organi 


contigui. Le complicazioni post-operatorie 
furono numerose; le pitti comuni furono le 
complicazioni polmonari, gli ascessi sub- 
frenici e la peritonite. 

In 5 casi fu eseguita una esofago-duo- 
denostomia, in 8 un esofago-digiunostomia 
associata ad un entero-enterostomia, in 7 
un esofago-fundo-digiunostomia. 

L’entita dei disturbi funzionali e |’effi- 
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cacia della gastrectomia totale nei con- 
fronti della gastrectomia sub-totale, nella 
cura del carcinoma dello stomaco, potran- 
no essere calcolate in base allo studio dei 
risultati a distanza, eseguito per per lun- 
ghi periodi di tempo su molte serie di 
pazienti cosi curati. 
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Additional Lesions Simulating Protruded 


Intervertebral Disc 


H. HERMAN YOUNG, M.D., F.A.C:S. 
ROCHESTER, MINNESOTA 


common symptoms for which pa- 

tients have frequently sought relief 
in the past, are seeking relief today, and 
will seek relief in the future. In spite of 
recent advances in -diagnosis, the prob- 
iem of idiopathic low back pain and 
sciatic pain is not yet solved. Each patient 
who has these symptoms still presents a 
problem to the examining physician, a 
problem that can be answered only by the 
integrated combination of an accurate 
history, a careful physical examination 
and properly selected laboratory and 
roentgenologic examinations. 

There can be no doubt that in the 
past many an erroneous diagnosis has 
been made and numerous operative pro- 
cedures performed when a protruded in- 
tervertebral disc actually existed and was 
the cause of the symptoms. However, 
these errors of the past cannot be used 
today to explain the misdiagnosis of a 
protruded intervertebral disc when the 
presence of an entirely different lesion 
accounts for the same symptoms. 

Years ago the patient who had pain in 
the lower part of the back and sciatic 
pain was said to have “lumbago.” Gradu- 
ally, through the ensuing years, numer- 
ous conditions were picked from this 
“lumbago wastebasket” and came to be 
established as clinical entities. Surgery 
first passed through the era of “sacroiliac 
strain,’! only to enter into the eras of 
“lumbosacral strain,” the “tight iliotibial 
band’? and the “piriformis and facet syn- 
dromes.” As each new clinical entity was 
described, it received added attention. Un- 
fortunately, the latest entity to be des- 
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cribed always came to be the one most 
favored and the best known. Today sur- 
geons are entangled in the meshes of still 
another diagnosis; that is, the protruded 
intervertebral disc. 

In 1934 Mixter and Barr* described the 
protruded intervertebral disc, and added 
immeasurably to general knowledge of 
the cause of pain in the lower part of the 
back and sciatic pain. Additional reports 
by Love and others‘ helped to establish 
the clinical signs and symptoms of this 
new clinical entity. At first the medical 
profession at large was reluctant to ac- 
cept the new diagnosis, but gradually the 
pendulum has swung the other way, until 
now every patient who has pain low in the 
back and sciatic pain is suspected of hav- 
ing a protruded intervertebral disc until 
it is proved otherwise. Indeed, one author 
recently said that he believed a protruded 
intervertebral disc is the underlying cause 
of distress in all cases of pain in the lower 
part of the back because “‘no other cause 
had ever been demonstrated.” He further 
stated that “the diagnosis of idiopathic 
low back pain is no longer a problem 
because the term is synonymous with a 
lesion of an intervertebral disc in the 
affected area.’’® 

A few authors have presented evidence 
to show that there still exist other lesions 
than the protruded intervertebral disc to 
explain the symptoms of pain in the lower 
part of the back and sciatic pain. Bank- 
art? cited examples of spinal arthritis, 
pelvic neoplasms, tuberculous sacroiliac 
disease, osteoarthritis of the hip and neu- 
ritis as other causes producing similar 
symptoms. Herz’ and Copeman and Ack- 
erman’® reported cases which indicated 
that herniated fat pads could produce 
back pain and sciatic pain, and Butler’? 
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reported cases of a short leg in which 
there were all the signs and symptoms 
of a protruded intervertebral disc. Bos- 
worth" recently presented cases which 
indicated that tumors of the spinal cord 
and column, hip, femur, sacroiliac joint, 
nerve, muscle and bursa, as well as vas- 
cular lesions, all may simulate the signs 
or symptoms of protruded intervertebral 
disc. 

The purpose of this paper is to present 
a few more cases in which we have ob- 
served simulation of the protruded inter- 
vertebral disc. We should also like to in- 
ject a word of caution as to diagnosing 
the cause of sciatic pain and pain in the 
lower part of the back. An the following 
cases a protruded intervertebral disc was 
believed, at one time or another, to have 
been the cause of the symptoms. In some 
of these cases contrast myelographic pro- 
cedures were used; in others, operation 
for a protruded intervertebral disc failed 
to relieve the symptoms. None of the pa- 
tients actually had protruded interverte- 


bral discs, and a more thorough search 
resulted in accurate diagnosis of the true 
pathologic condition. 


REPORT OF CASES 


CASE 1.—A youth aged 19 came to the Mayo 
Clinic because of pain in the lower part of 
the back and pain in the left leg. This pain 
was aggravated by lifting and was relieved 
by flexing the thigh. The symptoms had been 
present for six years; it appeared that they 
had begun after the patient had fallen from 
a bicycle. Coughing did not aggravate his 
distress. Relief could be obtained only by 
the taking of 10 aspirin (acetylsalicylic acid) 
tablets daily and by supplementing this agent 
with whisky. Chiropractic treatments, braces, 
casts and physical therapy had not alleviated 
his symptoms. The patient had left school 
at the age of 15 because of the severity of 
the pain. 

Physical examination disclosed slight lum- 
bar scoliosis to the left side and some weak- 
ness in the left leg. The circumference of the 
left thigh and calf was 1 inch (2.5 em.) less 
than that of the right thigh and calf. The 
knee jerk reflex was diminished on the left 
side. There was some diminution of left 
denced by the fact that spinal puncture had 
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perianal sensation and of the abdominal re- 
flexes on the left side. 

Results of the laboratory tests and roent- 
genologic examination of the thoracic and lum- 
bar vertebrae and the pelvis were normal. 
Clinically, the patient was judged to have 
either a tumor of the cauda equina or a pro- 
truded_ intervertebral disc. Myelographic 
study with air did not disclose any abnor- 
mality. The concentration of protein in the 
cerebrospinal fluid was normal. 

Because the original roentgenograms had 
not clearly revealed the hip joints, another 
roentgenogram of the pelvis was made. This 
revealed sclerosing osteitis of the upper third 
of the shaft of the left femur, with a central 
area of rarefaction—a typical osteoid osteoma 
of the femur. 

Excision of the femoral lesion produced 
immediate and complete relief of pain. When 
the patient was seen eight years later, his 
symptoms had not returned. 

It is interesting and amusing to note that 
when the patient returned for reexamination 
two months after the operation, he brought 
with him a roentgenogram of the entire body 
which had been taken five years previously 
by a chiropractor. This roentgenogram clearly 
demonstrated the lesion in the femur. 

CASE 2.—A man 23 years old came to the 
clinic because of pain in the lower part of 
the back and in the left leg. He said that 
nine years previously he had helped to lift 
an automobile and had then experienced a 
sudden attack of low back pain. This pain 
had persisted for a week and then had dis- 
appeared. Five years later, low back pain 
had started insidiously, and within a year 
it had extended down the back of the left 
thigh and the lateral aspect of the left leg. 
The pain was continuous and was aggravated 
by walking. It could be relieved by rest, heat 
and aspirin (acetylsalicylic acid). Coughing 
did not aggravate the pain, but riding in an 
automobile would increase the distress. The 
pain was worse in the evenings and occa- 
sionally awakened the patient. Three months 
before the patient came to the clinic, he had 
noticed parasthesia in the left foot. 

Physical examination showed that the cir- 
cumference of the left thigh was 1 inch (2.5 
cm.) less than that of the opposite thigh. 
Straight leg-raising was limited 50 per cent 
on the left and 25 per cent on the right. 
Spinal motions were normal. The results of 
neurologic examination were normal. 

That someone had suspected the presence 
of a protruded intervertebral disc was evi- 
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been performed on two occasions, and myelo- 
craphic studies with radiopaque oil had been 
performed once while the patient was in the 
urmy. 

Roentgenograms of the spinal column and 
,elvis disclosed nothing abnormal. Roent- 
-enograms of the left femur revealed an area 
of sclerosis with a central area of rarefac- 
‘ion similar to that observed in Case 1. 

The diagnosis was osteoid osteoma of the 
emur. Block excision of the lesion was 
ollowed by complete remission of symptoms. 


CASE 3.—A youth 19 years old came to 
‘he clinic because of pain in the lower part 
of the back and in the right thigh. The pain 
had been present for a year and a half. The 
-everity of the pain had increased; coughing 
or sneezing occasionally aggravated it. Exer- 
vise also aggravated the pain, which occa- 
sionally would extend into the right testis. 
On two occasions, sacral nerve block had pro- 
duced relief persisting for three or four days. 
Protrusion of an intervertebral disc had been 
suspected, as was evidenced by the fact that 
lumbar puncture had been performed pre- 
viously. This had not disclosed any abnor- 
mality, and the patient had been referred 
to the clinic for myelographic investigation. 

The circumference of the right thigh was 
34 inch (1.9 cm.) less than that of the left 
thigh, and the Achilles tendon reflex was 
absent on the right side. Otherwise the 
results of physical examination were not 
significant. 

The impression was gained that the pa- 
tient had an intraspinal lesion or an extra- 
dural neurofibroma. However, roentgeno- 
grams of the right femur demonstrated 3 
osteoid osteomas similar to those observed 
in Cases 1, 2 and 4. These were removed 
surgically. The symptoms disappeared imme- 
diately. 

CASE 4.—A man 32 years old was seen at 
the clinic in July 1951 because of pain in 
the right hip and right leg which had begun 
in the right knee three years prior to his 
admission. At first the pain was intermittent, 
but gradually it became more constant, ex- 
tending over the anterior surface of the right 
thigh. It extended to a lesser degree into 
the right leg and foot. Within a year and 
a half of the onset the pain became very 
severe, involving the right hip and the lower 
part of the back. 

The pain was aggravated by the patient’s 
being on his feet, but coughing did not aggra- 
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vate the distress. Relief could be gained by 
taking various pain-relieving agents every 
two to three hours, both day and night. 

Myelographic study with a contrast me- 
dium had been carried out elsewhere, because 
of the suspicion that the patient was suffering 
from a protruded intervertebral disc. This 
procedure had produced negative results. 
Orthopedic examination conducted elsewhere 
was said to have revealed lesions in the neck 
of the femur. In November 1950 the right 
femoral neck had been exposed. It was re- 
ported that multiple osteoid osteomas had 
been removed from the femoral neck at that 
time, and that the defect had been filled with 
iliac bone grafts. This procedure had not 
relieved the pain. The patient reported to 
the clinic eight months after the operation. 
At that time the only positive physical sign 
was limitation of rotation of the right hip 
to the extent of 50 per cent. 

Roentgenograms demonstrated the old oper- 
ative defect in the neck of the femur and the 
crest of the right ilium, where the bone graft 
had been removed. In addition, it was noted 
that there was a sclerotic area, with a cen- 
tral area of rarefaction, in the right femur 
just anterior to the lesser trochanter. 

A diagnosis of osteoid osteoma in this area 
was made, and operative treatment was ad- 
vised and accepted. On July 23, 1951, the 
lesion was unroofed anterior to the lesser 
trochanter. A typical nidus of an osteoid 
osteoma 6 by 4 by 3 mm. was found and 
removed. 

Immediately after this procedure the pa- 
tient stated that his old pain was entirely 
gone. When he was last seen, a month after 
the operation, he had none of the old pain 
and had not taken medicaments of any type. 

CASE 5.—A man 46 years old came to the 
clinic because of lumbosacral and sciatic pain, 
which had been present on the left side for 
three weeks. He also had had chronic osteo- 
myelitis of the lower third of the right tibia 
for a year, and an open ulcer, 3 by 10 cm., 
was situated just above the right internal 
malleolus. The pain in the left leg was aggra- 
vated by coughing, sneezing or even by taking 
a deep breath. Acetylsalicylic acid would 
relieve the pain. 

It was noted that the patient stood with 
a list to the right. The erector spinae muscles 
were in spasm, and there was a limitation 
of 50 per cent in all motions of the spinal 
column. The motions of the hip were normal, 
and the straight leg-raising test did not dis- 
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close any abnormality. There was some degree 
of tenderness on the medial side of the left 
thigh. The Achilles tendon reflex was absent 
on the right-side, but it was thought that 
its absence might be due to the close proximity 
of the osteomyelitic ulcer. 

The possible presence of acute protrusion 
of an intervertebral disc was considered. A 
roentgenogram of the left femur, however, 
revealed sclerosing osteitis with a central area 
of necrosis similar to that seen in an osteoid 
osteoma, or a so-called Brodie’s abscess. The 
roentgenologic observations in this case were 
similar to those in Cases 1 and 2. 

The lesion of the left femur was unroofed. 
It was thought to be an osteoid osteoma. The 
operation completely relieved the pain in the 
left leg. 


The patient’s left thigh became swollen on 
one occasion two years later, and sterile fluid 
resembling synovial fluid was drained from 
it. The possibility that an old hematoma was 
present at the operative site was considered, 
but not proved. To the time of this report 
there have been no additional symptoms refer- 
able to the left leg. A psoas abscess subse- 
quently developed on the left side but re- 
sponded well to chemotherapy. 


It is possible that, instead of an osteoid 
osteoma of the femur, this patient had a 
metastatic abscess caused by the osteomyelitis 
of the right tibia, but this was never proved. 


CASE 6.—A man 23 years old was first seen 
at the clinic in January 1949, complaining 
of low back pain and right sciatic pain aggra- 
vated by lifting but not by coughing or sneez- 
ing. He said he had numbness in the rignt leg 
after long automobile trips. The results of 
general examination were essentially nega- 
tive. Roentgenograms, however, demonstrated 
a large sclerosing lesion at the base of the 
neck of the right femur, with a central area 
of rarefaction. 


No definite diagnosis was made, but the 
patient was advised to undergo surgical ex- 
ploration of the lesion of the right femur. 
The patient elected not to have this done, 
however, and was not seen again until July 
1951. At that time he said he had continued 
to have pain in the lower part of the back 
and in the right leg. This pain had become 
progressively worse. For eight months prior 
to this admission he had experienced pain 
in the right lower quadrant of the abdomen 
on standing and walking. The pain extended 
from the right sciatic area into the right 
buttock, the popliteal area and the right calf. 
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It was noted that, as at the patient’s orig- 
inal admission, the pain was not aggravated 
by coughing or sneezing. On the other hand, 
sitting, standing still or lifting would aggra- 
vate the distress. At the time of the second 
(1951) examination the patient walked with 
a slight limp. Spinal motions were normal, 
as were reflexes. 

The neurologist who saw the patient in 
consultation expressed the opinion that the 
solitary femoral lesion could hardly explain 
the symptoms. The neurosurgeon who saw 
the patient in consultation was convinced 
that a definite intraspinal lesion was present. 


Myelographic study with a contrast medium 
was carried out. It disclosed no evidence of 
an intraspinal lesion. The patient again was 
advised to undergo surgical exploration of the 
lesion in the right femur. He agreed to do 
so, and the operation was performed on July 
26, 1951. On exposure of the area of rare- 
faction in the femur, definite fibrous tissue 
was observed, surrounded by sclerotic bone. 

The histopathologic report indicated that 
this lesion contained localized areas of osteitis 
fibrosa surrounded by sclerotic bone which 
exhibited changes similar to those of Paget’s 
disease. 

When this patient was last seen, as he 
left the clinic on Sept. 7, 1951, he said that 
most of the pain had been relieved, but that 
occasionally the symptoms would return and 
then disappear with change of position. At 
the time of writing, it is too soon to make 
a definite evaluation of the result in this case. 

CASE 7.—A woman 26 years old came to the 
clinic because of pain which had been present 
in the left leg for thirteen years. The onset 
of pain was gradual and was associated with 
cutaneous hypersensitivity in the popliteal 
space. The pain was aggravated by exercise. 
The patient gradually had lost the ability to 
place the left leg forward in going upstairs. 
Four years before she came to the clinic she 
had noted that the left leg was becoming 
smaller than the right leg and that it seemed 
colder. The pain gradually had extended up 
the back of the entire left leg. Although heat 
would relieve it to some extent, cold would 
increase the severity of the pain. 


There was a limp in the left leg. In climb- 
ing a step, the patient was unable to put 
the left leg foremost. The circumference of 
the left thigh and calf was 1% inches (3.8 
cm.) less than that of the right thigh and 
calf. Widespread and extreme tenderness was 
present in the popliteal region. The results 
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of neurologic examination were essentially 
normal. 

Roentgenograms of the spinal column and 
pelvis demonstrated osteitis in the region of 
the right sacroiliac joint and narrowing of 
the lumbrosacral joint, with marginal scle- 
rosis. Roentgenograms of the femur showed 
it to be normal. 

Protrusion of an intervertebral disc was 
suspected, but, because of the extreme popliteal 
tenderness, the possibility that a glomus 
tumor or a neuroma of the common peroneal 
nerve might be present also was considered. 

Surgical exploration of the popliteal space 
was performed with the aid of local anes- 
thesia. A large glomus tumor, 2 cm. in diam- 
eter, was lying on the periosteum, high in 
the popliteal fossa. Removal of this tumor 
was followed by complete relief of the symp- 
toms. 

CASE 8.—A woman 33 years old was awak- 
ened from sleep during the fifth month of 
pregnancy by sharp, cramplike pain in the 
left side of the lower part of the abdomen. 
When she was seen, pelvic examination was 
difficult, but it was thought probable that 
the pregnant uterus contained small fibroid 
tumors. The pain subsided within twenty- 
four hours. A week later the patient entered 
the hospital because of pain in the lower part 
of the back and sciatic pain on the left side, 
as well as distress in the lower part of the 
left side of the abdomen. It was thought that 
this patient had a protruded intervertebral 
disc, but because of the pregnancy, conserva- 
tive treatment was used. Relief was obtained. 

A similar incident of pain in the lower part 
of the back and in the leg occurred immedi- 
ately after delivery of the baby. The pain 
again responded to conservative measures. 

A year later, as the patient arose from a 
chair, she experienced another attack of pain 
in the lower part of the back and in the 
left leg. She again entered the hospital for 
emergency treatment. 

Marked sciatic scoliosis was found. The 
lumbar muscles were in acute spasm. The 
result of the straight leg-raising test was 
positive on the left and negative on the right. 
Neurologic examination did not disclose any 
abnormality. 

The impression was gained that the patient 
was suffering from a protruded intervertebral 
disc. Additional investigation was advised. 
By the next morning, all symptoms had sub- 
sided. A roentgenogram of the pelvis, how- 
ever, revealed a cystic mass on the left side. 
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A diagnosis of twisted ovarian cyst was made. 

Operation disclosed a large twisted ovarian 
cyst, which was removed. To the time of this 
report there has been no recurrence of either 
the pain in the back or the sciatic pain. 

CASE 9.—A man 42 years old had had pain 
in the lower part of the back for twenty years. 
In May 1949 he had had an acute attack of 
this type of pain while he was cutting weeds. 
In July 1949 myelographic study had revealed 
a defect at the fourth lumbar interspace. The 
fourth lumbar intervertebral disc had been 
removed and a fusion operation performed. 
In October 1949 a routine roentgenogram, 
made to check the state of the site of fusion 
because the patient still had severe pain in 
the back, had revealed an osteolytic lesion 
of the first lumbar vertebra. The patient was 
referred to the clinic for examination and 
treatment. 

Forty-eight hours after this patient ar- 
rived at the clinic, pathologic fracture of the 
first lumbar vertebra occurred and trans- 
verse myelitis developed. Decompression of 
the spinal cord was carried out. Biopsy re- 
vealed multiple myeloma of the body of the 
first lumbar vertebra. 

CASE 10.—A man 22 years old had had an 
acute attack of pain in the lower part of the 
back in April 1950, after heavy lifting. The 
pain had been exaggerated by coughing or 
sneezing, but it had not extended to other 
regions. A diagnosis of protruded interver- 
tebral disc had been made. The patient had 
worn a brace until August 1950, when, in 
spite of the fact that a myelogram disclosed 
no abnormality, an exploratory operation had 
been performed for a protruded intervertebral 
disc. It was reported that what was, ques- 
tionably, a lipoma and a degenerated third 
lumbar intervertebral disc had been observed 
at the time of operation. Ten days after the 
operation pain had occurred in the left groin 
and had extended anteriorly down the leg to 
the toes. Roentgen therapy had been applied 
to the lower part of the back, but had not 
produced improvement. The patient then had 
noticed progressive weakness of the muscles 
of the left leg and beginning atrophy. 

When the patient came to the clinic, in 
January 1951, the pain was localized to the 
region of the left hip. All motions of the 
lower part of the spinal column and hip were 
limited 50 per cent, and were painful. Roent- 
genograms of the pelvis revealed sclerosis of 
the left ileum above the left hip, and some 
periosteal reaction. 
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Operation, which was performed in Janu- 
ary 1951, disclosed an eosinophilic granuloma 
of the left ileum. Roentgen therapy was used 
postoperatively. 

CASE 11.—A man 68 years old came to the 
clinic because of pain in the lower part of 
the back and right sciatic pain of two years’ 
duration. The pain had occurred suddenly 
after he had lifted a piece of timber. It had 
been believed that he had the typical symp- 
toms of a protruded ‘intervertebral disc. The 
pain, however, was not aggravated by cough- 
ing or sneezing. Physical examination had 
revealed a decreased knee jerk on the right 
side, absence of the Achilles tendon reflex on 
both sides, and loss of vibratory sensation 
in the left ankle. Laminectomy had been per- 
formed elsewhere; a protruded fourth lum- 
bar disc had been removed. The patient con- 
tinued to complain of severe pain in the lower 
part of the back and in the right leg. A 
second operation was performed five months 
after the original procedure. At that time 
protruded intervertebral discs were observed 
at both the fourth and the fifth lumbar inter- 
spaces. Because of severe pain, anterior and 
posterior rhizotomy was performed on the 
fifth lumbar nerve, but did not produce relief. 
The pain was excruciating, and was associated 
with marked atrophy of the right leg. 

The patient was referred to the clinic for 
advice as to surgical reexploration of the 
spinal canal and performance of a fusion 
operation. 

The patient was well preserved but walked 
with a pronounced limp in the right leg. There 
was marked atrophy of the right lower ex- 
tremity. The Achilles tendon reflex was dimin- 
ished on both sides. The patient located his 
pain mainly in the region of the right greater 
trochanter. Internal rotation of the femur 
caused pain. All motions of the lumbar seg- 
ment of the spinal column were greatly 
limited. 

Roentgenograms of the right hip demon- 
strated a destructive lesion in the region of 
the greater trochanter. Biopsy disclosed that 
the lesion was a chondromyxosarcoma, grade 

CASE 12.—A woman 29 years old came to 
the clinic because of pain which had been 
present in the left hip and leg for two months. 
The onset of pain had been insidious. The 
pain first had been noted when she coughed 
or sneezed during an infection of the respira- 
tory tract. The pain began in the lower part 
of the back, extending inte the left hip and 
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down the posterior part of the thigh to the 
popliteal space. Administration of ACTH ani 
penicillin had not produced any relief. 

Physical examination revealed sciatic scoli- 
osis to the left side. Right lateral bending. 
flexion and hyperextension of the spinal col- 
umn were limited 90 per cent. Left latera! 
bending was not limited. It was judged that 
the patient had a protruded intervertebral 
disc. Contrast myelographic studies did not 
reveal any abnormality. 

Because the patient seemed acutely ill, 
roentgenologic examination of the pelvis was 
repeated. Cloudiness of the lower end of the 
left sacroiliac joint was apparent in the 
roentgenogram. 

It was decided to obtain a specimen of the 
left sacroiliac joint for microscopic examina- 
tion. At the time of the operation a definite 
abscess was observed. Microscopic examina- 
tion revealed that the abscess was due to 
tuberculosis. 

Cultures were made of specimens of the 
pus, but the results are not available at the 
time of writing. 


COMMENT 


It is impossible, within the brief span 
of this paper, to review all the clinical 
entities which may simulate the protruded 
intervertebral disc. The 12 cases herein 
presented Serve only to illustrate the fact 
that no one pathologic condition is solely 
responsible for the production of pain 
in the lower part of the back and sciatic 
pain. Although in a large majority of 
cases the patient who complains of these 
symptoms may have a protruded inter- 
vertebral disc, enough other lesions un- 
derlie such complaints to challenge the 
surgeon to make an accurate diagnosis 
in each instance. 

An accurate history, a thorough physi- 
cal examination and the employment of 
all the indicated laboratory and roent- 
genologic procedures available will result 
in a correct diagnosis in most cases. Occa- 
sionally, needless operations can be pre- 
vented. It must be remembered that not 
all lesions that produce pain in the lower 
part of the back and sciatic pain are lo- 
cated in the spinal column or the spinal 
canal. One must be prepared to look else- 
where for the lesion that is causing the 
distress. 
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SUMMARY 


Twelve cases are presented to illustrate 
the fact that the protruded intervertebral 
disc is not the sole cause of pain in the 
lower part of the back and sciatic pain. 
Although a majority of patients with 
these symptoms may have a protruded 
intervertebra! disc, there are other patho- 
logic entities that may simulate protru- 
sion of a disc. An osteoid osteoma of the 
femur was present in 4 of the cases pre- 
sented. One of the following lesions was 
present in 7 other cases: Brodie’s abscess 
of the femur, osteitis fibrosa of the tro- 
chanter, glomus tumor of the popliteal 
space, twisted ovarian cyst, eosinophilic 
granuloma of the ilium, chrondromyxo- 
sarcoma of the femur, and tuberculous 
arthritis of the sacroiliac joint. In the 
remaining case multiple myeloma of the 
spinal column was present. 

In recent years the tendency toward the 
diagnosis of protruded intervertebral disc 
has increased. Only by use of all the diag- 
nostic means available can one hope to 
arrive at an accurate diagnosis and some- 
times avoid a needless, as well as em- 
barrassing, surgical procedure. 


RESUME 


Douze cas illustrent bien les assertions 
de l’auteur a savoir que lahernie discale 
n’est pas a elle seule responsable de la 
douleur scientifique au bas du dos. Méme 
si un bon nombre de ces patients présent- 
ent un syndrome de hernie discale, il 
existe d’autres entités morbides pouvant 


. simuler cette maladie. Quatre des ces cas 


présentaient un ostéOme osseux du fémur. 
Dans les 7, autres cas on pouvait trouver, 
Yabeés du fémur de Brodie, |l’ostéite 
fibreuse du trochanter, un glomus du 
creux pollité, un kyste tordu de l’ovaire, 
un granulome du petit intestin, un chon- 
dromyxosarcOme du fémur, enfin une 
arthrite tuberculeuse de_ |’articulation 
sacro-iliaque. Le dernier cas est celui d’une 
myéléme multiple de la colonne. 

Les syndromes de la hernie discale ont 
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augmenté durant ces derniéres années. 
C’est en se servant de tous les moyens 
mis a4 notre disposition que nous pouvons 
en arriver a un diagnostic précis et de la 
sorte éviter une intervention chirurgicale 
osseuse pour ne pas dir inutile. 


ZUSAM MENFASSUNG 


Es werden 12 Faelle zur Erhaertung 
der Tatsache vorgestellt, dass der Pro- 
laps einer Zwischenwirbelscheibe nicht 
die einzige Ursache von Schmerzen in der 
unteren Rueckenhaelfte und von Ischias 
ist. Wenn auch die Mehrzahl der an diesen 
Symptomen leidenden Kranken einen 
Bandscheibenvorfall haben mag, so gibt 
es doch andere Krankheitszustaende, die 
eine Bandscheibenverletzung vortaeuschen 
koennen. In vier der vorgestellten Kran- 
ken fand sich ein osteoides Osteom des 
Oberschenkels. In weiteren sieben Faellen 
fanden sich die folgenden Erkrankungen: 
Brodies Abszess des Oberschenkels, Ostitis 
fibrosa des Trochanters, Glomustumor der 
Kniekehle, gedrehte Eierstockszyste, eosi- 
nophiles Granulom des Darmbeins, Chon- 
dromyxosarkom des Oberschenkels und 
Tuberkulose des Iliosakralgelenks. In dem 
letzten, zwoelften Falle handelte es sich 
um ein Plasmazellenmyelom der Wirbel- 
saeule. 

Die Tendenz, einen Bandscheibenvorfall 
zu diagnostizieren, hat sich in den letzten 
Jahren verstaerkt. Nur durch die An- 
wendung aller verfuegbaren diagnosti- 
schen Hilfsmittel kann man hoffen, eine 
genaue Diagnose zu stellen und manchmal 
nutzlose und peinliche chirurgische Ein- 
griffe zu vermeiden. 


RESUMEN 


Se presentan 12 casos para ilustrar que 
la protrusién del disco intervertebral no 
es la sola causa de dolor lumbar inferior 
y cidtico. Aun cuando una gran mayoria 
de pacientes con estos sintomas pueden 
tener protrusién de disco intervertebral, 
hay otras entidades patologicas que 
pueden simularla. En 4 de los casos pre- 
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sentados hubo un osteoma osteoide del 
fémur. En 7 de los demas casos hubo una 
de las lesiones siguientes: absceso de 
Brodie del fémur, osteitis fibrosa del tro- 
canter, tumor glomus del hueco popliteo, 
torsion de quiste ovarico, granuloma 
eosin6filo del ilién, condromixosarcoma del 
fémur y artritis tuberculosa de la articu- 
lacion sacroiliaca. En el caso restante se 
traté6 de mieloma multiple de la columna 
vertebral. 

En los tltimos afios ha aumentado la 
tendencia al diagnoéstico de la protrusién 
del disco intervertebral. Solamente el uso 
de todos los medios de diagnéstico utiliz- 
ables puede ayudar a obtener un diagnés- 
tico exacto y evitar en ocasiones un pro- 
cedimiento quirirgico innecesario y em- 
barazoso. 

RIASSUNTO 


Vengono presentati 12 casi, a dimostra- 
zione del fatto che la prostrusione del 
disco intervertebrale uin é@ la sola causa 
delle lombosciatagie. Per quanto la mag- 
gior parte dei pazienti con tali disurbi 
abbiano un’ernia del disco, altre condizioni 
morbose possono simulare tale stato pato- 
logico. In 4 dei casi presentati c’era un 
osteoma osteoide del femore; in 7, una 
delle lesioni seguenti un ascesso di Brodie 
del femore, un’osteite fibrosa del femore, 
un tumore del poplite, una cisti ovarica 
torta, un granuloma eosinofilo dell’ileo, un 
condromixosarcoma del femore, un’artrite 
tubercolare dell’articolazione sacro-iliaca ; 
in un ultimo caso si trattava di un mie- 
loma multiplo della colonna spinale. 

In questi ultimi anni si tende sempre 
pit a far diagnosi di ernia del disco. Sol- 
tanto servendosi di ogni mezzo diagnostico 
a disposizione, si pud sperare di porre 
una diagnosi accurata cosi da evitare, 
talvolta, un intervento chirurgico inutile 
e indaginoso. 

SUMARIO 


Sao apresentados 12 casos ilustrativos 
de que o disco intervertebral luxado nao 
é a unica causa de dor na parte inferior 
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das costas e da dor ciatica. Ainda que « 
maioria de pacientes com estes sintomas 
possa ter um disco intervertebral luxado. 
ha outras entidades patologicas que podem 
simular protrusao do disco. Um osteoma 
osteoide do femur estava presente em 4 
dos casos apresentados. Uma das seguintes 
les6es se apresentou em 4 dos casos apre- 
sentados: Abcesso de Brodie do femur, 
osteite fibrosa do tracanter, tumor do 
espaco popliteo, cisto ovarico torcido, 
granuloma eosinofilico do ilium, chon- 
dromixosarcoma do femur e artrite tuber- 
culosa da articulacéo sacroiliaca. Nos 
casos restantes, mieloma multiplo da 
columa espinhal foi constatado. 

Nos ultimos anos a tendencia relativa 
ao diagnostico de disco intervertebral 
luxado tem aumentado. Somente com 0 uso 
de todos os meios de diagnostico dis- 
poniveis atualmente se pode esperar que 
um diagnostico acurado seja feito, como 
tambem que uma intervencao cirurgica 
desnecessaria tanto como nociva_ seja 
evitada. 
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Hallux Valgus 


CARLOS KHOURY, M.D. 


BUENOS AIRES, ARGENTINA 


painful and unsightly deformity of 
the foot, resulting in a_ serious 
physical disability. 

Etiologic and Pathogenic Data.—A val- 
gus position of the great toe up to 10 de- 
grees in adults can be considered normal. 
A valgus position of more than 10 degrees 
—hallux valgus—is much more frequently 
seen in women than in men (80 per 
cent of cases). This seems to suggest 
that tight-fitting, pointed shoes and high 
heels are responsible for the deformity. 
However, this deformity is found in per- 
sons of all social classes and even among 
those who have never worn shoes, e.g., 
certain native tribes, gypsies, etc. 
Although the pernicious effect of bad foot- 
wear cannot be denied, it would be a mis- 
take to consider it the only etiologic factor. 
It has been proved that the origin of 
hallux valgus is much more complex. 

The numerous theories presented by 
diverse authors to explain the pathogen- 
esis of hallux valgus (Hohmann;' Lake,? 
Verbrugge,’ etc.), have certain points in 
common. They may be summed up as fol- 
lows: 

1. As a result of pathologic conditions 
such as constitutional weakness of the 
mesenchymatous tissues, “fatigue” of 
muscles supporting the arches of the foot, 
architectural alterations of the foot, etc., 
the anterior transverse arch and the inner 
longitudinal arch become depressed. This 
produces a transverse flatfoot or splay- 
foot and lengthening of the first ray in 
relation to the horizontal plane. Muscular 
imbalance results between the antagon- 
istic muscular groups of the great toe 
and is accentuated by faulty footwear. 

2. The strain caused by the gait re- 
sults in contracture of the muscles in- 
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serted in the great toe, which tend to 
resist the forward thrust of the first ray. 
Contracture of the long extensor of the 
great toe, owing to its direction, pulls the 
phalanges into valgus. The first metatarsal 
bone is forced into adduction as a result 
of its functional lengthening on the hori- 
zontal plane and of the broadening of the 
forefoot. Hallux valgus appears and a 
triangle is formed, the external base be- 
ing the long extensor of the great toe, 
with the two phalanges and the first 
metatarsal bone, respectively, forming the 
sides. 

3. The flexor hallucis longus is dis- 
placed laterally, owing to pronation and 
valgus of the great toe. The direction of 
pull of the flexor longus is thus changed; 
instead of taking the forward-backward 
direction, it now pulls obliquely, displac- 
ing the phalanges and the sesamoid bones 
laterally. This is greatly accentuated when 
the patient is walking and the heel is 
raised from the ground. 

4. Hallux valgus becomes worse if not 
treated. The articular capsule and the in- 
termetatarsal ligaments relax. The sesa- 
moid bones are displaced laterally toward 
the first interspace. The abductor of the 
great toe slides under the head of the first 
metatarsal and becomes a flexor. The 
flexor longus is displaced more laterally 
and becomes in part an adductor, thereby 
exaggerating the valgus of the phalanges. 
The distance between the points of inser- 
tion of the muscles of the great toe be- 
comes shorter, and structural shortening 
of these muscles ensues. This is the stage 
of pathologic hallux valgus, which is ir- 
reducible, painful and progressive. 

Treatment.—In the treatment of hallux 
valgus, both prophylactic and corrective 
measures should be considered (see 
chart). 

1. Prophylactic Treatment: The defects 
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Foot supports 


PROPuYLACTIC ¢ exercises 


Re-education of the gait 


Correct foot-wear 


Conservative 


= 
= 


With slight 


1. structural alterations 


of the foot 


CORKECTIVE 


Physiothcrapy 


Prostnetic devices 


Witnout arthritis of 
the first metatarsal 
head 


Silver, Stein, or 
ile Bride 


Surgical a) Hueter iiayo 
Arthritis and MPV 
of less than 50 deg. 

b) Lapidus 
Without arthritis 
2. With advanced struc- and MPV of nore 


tural alterations of 
the foot 


of foot architecture such as splay foot, 
flat foot, valgus foot, etc., in the child and 
the adolescent should be treated by the 
use of adequate foot supports, foot exer- 
cises, re-education of the gait and strap- 
ping of the forefoot. The use of correct 
footwear is of fundamental importance. 
With these prophylactic measures the de- 
velopment of the hallux valgus may be 
prevented. 

2. Corrective Treatment: This may be 
(a) conservative or (b) surgical. 

A thorough general examination of the 
patient should be done before any surgical 
procedure is considered. Surgical inter- 
vention should be avoided in the presence 


tnan 50 degrees 


c) Keller-Brandes 
Without artnritis 
and MPV of less 

than 50 degrees 


cxostectomy 


a) 


of neurologic or vascular diseases such as 
tabes, general progressive paralysis, 
syringomyelia, thromboangiitis obliterans, 
arthritis, etc. Secondary infections, tropic 
disturbances and recurrences of the de- 
formity often occur postoperatively in 
such cases. Patients with diabetes, gout, 
aleaptonuria, or rheumatoid or degener- 
ative arthritis may be operated on after 
the disease has been controlled or has 
become quiescent. Operation must be post- 
poned when there is bursitis with or with- 
out draining sinuses, interdigital mycosis, 
eczema, etc., until these have been com- 
pletely cured. 

Conservative treatment: This is indic- 
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Fig. 1—Diagram to show operative procedures for the correction of hallux 


ated for patients with moderate hallux 
valgus. Physiotherapy and active exercises 
are given to strengthen the musculoliga- 
mentous structures. Correct footwear, 
pads and protectors are designed to cor- 
rect the alterations of the longitudinal 
and transverse arches and the displace- 
ment of the great toe. 


The use of interdigita] straightening 


valgus (taken from Verbrugge’). 


devices (wedges of different materials, 
butts inside the shoe, felt, gauze or cotton 
between the first and second toe) is not 
to be recommended, as these devices do 
not correct the abnormal position of the 
great toe. On the contrary, they force the 
other and weaker toes, especially the sec- 
ond, into lateral angulation. 


Conservative measures are useful only 
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to prevent further distention of the liga- 
ments and increase of the deformity. They 
are not curative. To persist in their use 
is justified only in those cases in which 
surgical intervention is not advisable. 

Operative treatment: Surgical interven- 
tion is necessary when no relief can be 
obtained by any of the conservative meas- 
ures, usually in the case of a middle-aged 
patient or a young woman who seeks cor- 
rection of the esthetic alteration caused 
vy the deformity. 

In my bibliographic search I have 
counted no less than sixty-seven different 
technics for the surgical treatment of hal- 
lux valgus (Fig. 1). Favorable results 
have been reported with each of these 
operations; none, however, has been suc- 
cessful in all cases. Patrick Haglund said, 
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facetiously: “The patients of hallux val- 
gus belong to two groups: (a) The pa- 
tients operated on by other surgeons who 
consulted me afterwards, and (b) the pa- 
tients operated on by me who afterwards 
consulted other surgeons.” 

From the study of 255 operations fol- 
lowed up for long periods it became evi- 
dent that each hallux valgus should be 
considered individually and treated ac- 
cording to its pathogenesis and the as- 
sociated pathologic alterations.* 

The sixty-seven surgical methods de- 
scribed may be classified into soft tissue 
operations, bone operations and combin- 


*These operations were performed at the University Hos- 
pital, Italian Hospital and French Hospital of Buenos Aires, 
under the headships of Professors Valls, Ottolenghi and 
Paterson, respectively. 


Fig. 2.—Hueter-Mayo and Keller-Brandes procedures. Roentgenograms taken eleven years after 

the operations. Morton’s syndrome® developed bilaterally because of excessive shortening of the 

first metatarsal. Regeneration of the proximal phalanx and, subsequently, hallux rigidus devel- 
oped because soft tissue arthroplasty was not done. 
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Fig. 3.—Keller-Brandes procedure, four years 

after operation. There is a marked shortening 

of the great toe due to removal of more than the 

proximal half of the phalanx. The aesthetic 
result was very poor. 


ations of the two. The latter offer the best 
results. 

General anesthesia is preferable in the 
great majority of cases. Local anesthesia 
may be used when general anesthesia is 
not desirable or in cases in which the 
condition is unilateral. Ten cc. of 1 per 
cent procaine hydrochloride is injected 
into the proximal area of the first inter- 
metatarsal space to block the digital 
nerves of the great toe. The operative 
area is further infiltrated with 20 to 30 
ss. of 0.5 per cent procaine hydrochloride. 

In our experience, the soft tissue oper- 
ations, such as the Silver,t Stein® and 
McBride® procedures, have given good re- 
sults only in cases of hallux valgus with- 
out advanced structural alterations of the 
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foot (splay foot, flat foot, valgus foot o: 
cavus foot) and without arthritic changes 
in the articular surface of the metatarsa: 
head. 

Although immediately after the sofi 
tissue operations there was satisfactory 
correction of the deformity, poor late re- 
sults were observed in 42 per cent of our 
cases. On standing and walking there is 
normally a lengthening of the foot on the 
horizontal plane, and this is accentuated 
when architectural defects are present. 
The soft tissue operations do not shorten 
the first ray; therefore the distorting pull 
of the extensor and flexor hallucis longus 
persists. Besides, in patients with hallux 
valgus whose feet have undergone struc- 
tural alterations, the forward and inward 
portions of the foot carry the greater part 
of the body weight, and the counterpres- 
sure of the ground increases the deform- 
ity. 

Most patients with hallux valgus have 
advanced architectural defects of the foot. 
Under these circumstances the following 
procedures gave better results in the series 
here reported: 

(a) The Hueter'-Mayo’ operation was 
successful_ in cases in which arthritic 
changes existed in the articular surface 
of the first metatarsal and with metatar- 
sus primus varus (M.P.V.) of not more 
than 30 degrees. Metatarsus primus varus 
up to 10 degrees can be considered nor- 
mal; In my experience, metatarsus primus 
varus of less than 30 degrees is well 
tolerated and does not require correction. 

In the Hueter-Mayo operation the fol- 
lowing details were found to be impor- 
tant: 

1. An arthroplastic procedure with soft 
tissue interposition gave better results. 

2. Hallux rigidus developed when not 
enough of the metatarsal head was re- 
moved (6 per cent of this series). 

3. On the contrary, when resection of 
the metatarsal head was too extensive, 
Morton’s syndrome,* or metatarsalgia, 
often developed as a result of excessive 
shortening of the first metatarsal (Fig. 
2). This occurred in 19 per cent of the 
cases in this series. 
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Fig. 4.—Keller-Brandes procedure, one year after the operation. Hallux rigidus developed because 
only a small portion of the phalanx was removed. No arthroplasty was done, and there was regen- 
eration of the phalanx. 


Morton’s syndrome, or metatarsalgia, 
was first described by Dudley J. Morton® 
in 1935 as due to congenital shortening 
of the first metatarsal, backward place- 
ment of the sesamoids and hypermobility 
of the first metatarsal segment. There is 
marked hypertrophy of the second meta- 
tarsal. Total resection of the first meta- 
tarsal head in the Hueter-Mayo operation 
leaves a very short metatarsal, which is 
responsible for a syndrome similar to that 
described by Morton. The second meta- 
tarsal becomes hypertrophic and there is 
metatarsalgia (Fig. 2). This syndrome, 
as is well known, is different from Mor- 
ton’s toe or plantar digital neuritis, first 
described by Thomas G. Morton® of Penn- 
sylvania in 1875. 

(b) For patients with metatarsus 
primus varus of more than 30 degrees and 
without arthritic alterations of the meta- 


tarsal head, the Lapidus operation’? gave 
good results. However, when there were 
arthritic changes in the head of the first 
metatarsal, it was found convenient to do 
at the same time a Hueter-Mayo proced- 
ure. The reestablishment of the first 
metatarsal in its normal position by the 
Lapidus operation caused an apparent 
lengthening of the nirst ray in relation to 
the second. This compensated the shorten- 
ing caused by the Huerter-Mayo proce- 
dure, and thus Morton’s syndrome® was 
avoided. 

(c) The Keller-Brandes operation™ was 
successful in the treatment of metatarsus 
primus varus of less than 30 degrees with- 
out arthritic changes in the head of the 
first metatarsal. 

In the Keller-Brandes operation the fol- 
lowing details were found to be impor- 
tant: 
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TABLE 1.—Summary of 255 Operations for Hallux Valgus in 153 Patients 


Surgical Procedures 

Hueter-Mayo (with Keller-Brandes in 3 88 cases (34.5%) 

Keller-Brandes (with lengthening of long extensor in 18 cases)............... 71 cases (28%) 

(Osteotomy of neck of 1st metatarsal) 

McBride (with lenathoning of long extensor in 8 CAaSeS ..........s0cccessees 14 cases (5.5%) 

Silver-Stein (with lengthening of long extensor, 2 caseS)................-- 12 cases (5%) 


Lapidus (with lengthening of long extensor tendon 3 cases; with Hueter-Mayo 1 


(Osteotomy of proximal portion 1st metatarsal) 
Hawkins-Mitchell-Hedrick” (with Silver-Stein 2 cases) (Mid-diaphysial osteo- 


(Osteotomy of distal portion 1st metatarsal) 


1. Oblique section of the phalanx should 
be avoided. 

2. No more than one-half and no less 
than one-third of the phalanx should be 
removed. 

3. Removal of more than one-half of 
the phalanx caused excessive and unsight- 
ly shortening of the great toe (Fig. 3). 

4. Removal of less than one-third of 
the phalanx often caused hallux rigidus 
(Fig. 4). 

5. An arthroplasty procedure with soft 
tissue interposition prevented pain and 
hallux rigidus in patients with postoper- 
ative regeneration of the phalanx (Figs. 
2 and 4). 

6. After a Keller operation, dorsiflex- 
ion of the great toe often occurred. This 
was due to the strong pull of the extensor 
hallucis longus and the _ postoperative 
weakness of the flexor mechanism of the 
great toe. This deformity was prevented 
by lengthening the extensor hallucis 
longus at the time of the operation. 

7. Postoperative shortening of the first 
toe in relation to the second was corrected 
either by applying traction to the great 
toe in slight adduction and plantar flexion 
for ten days, or by removing the distal 
end of the proximal phalanx of the sec- 
ond toe. 

(d) In elderly patients who were poor 


operative risks or were indifferent to the 
esthetic appearances of the foot, a simple 
exostectomy often gave satisfactory re- 
sults. 

Good results may be expected from each 
of these operative procedures if they are 
well indicated and carried out with cor- 
rect technic. With any of these opera- 
tions, the extensor hallucis longus should 
be lengthened if found to be too tight. 
Preoperative and postoperative care in 
the form of shoe supports, proper foot- 
wear, and exercises are essential to a last- 
ing good result. 

SUMMARY 


1. Hallux valgus is a static deformity 
that develops in patients with flattening 
of the anterior and inner longitudinal 
arches, with constitutional weakness of 
the mesenchymatous tissues. 

2. For the prophylactic treatment of 
hallux valgus the structural alterations 
of the foot (splay foot, flat foot or valgus 
foot) should be corrected. 

3. The indications for several correc- 
tive operative procedures are given. 


RESUMEN 


1. Hallux valgus es una deformidad 
estatica que se desarrolla en pacientes con 
aplanamiento de los arcos longitudinales 
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anterior e interno, con debilidad con- 
stitucional de los tejidos mesenquimatosos. 

2. Para el tratamiento profilactico del 
hallux valgus deben corregirse las altera- 
ciones del pie (pie estevado, pie plano y 
pie valgus). 

3. Se dan las indicaciones de varios 
} rocedimientos operatorios correctores. 


ZUSAM MENFASSUNG 


1. Hallux valgus ist eine statische De- 
formitaet, die sich bei Kranken mit 
Abflachung des vorderen und inneren 
laengsgewoelbes des Fusses und mit 
konstitutioneller Schwaeche des mesen- 
chymatoesen Gewebes entwickelt. 

2. Als Prophylaxe des Hallux valgus 
sollen die Strukturveraenderungen des 
Fusses (Spreizfuss, Plattfuss oder Knick- 
fuss) korrigiert werden. 


TABLE 2.—Summary of Results of 255 Operations 
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3. Es werden die Anzeigestellungen 
fuer verschiedene operative Korrektur- 
verfahren gegeben. 


RIASSUNTO 


1. L’alluce valgo é una deformita sta- 
tica che si sviluppa in pazienti con ap- 
piattimento degli archi anteriore e long- 
itudinale interno e con debolezza costi- 
tuzionale dei tessuti connettivi. 

2. Per la profilassi dell’alluce valgo 
dovranno essere corrette le alterazioni 
strutturali del piede (piede piatto e piede 
valgo). 

3. Vengono date le indicazioni di molti 
procedimenti correttivi. 


RESUME 


1. L’allusvalgus est une déformation 


Operative Procedures No. of Cases Good Results** Poor Results 
2 Morton’s syndrome’ postop., 
Hueter-Mayo 80 59 cases (74%) oan 19% Hallux rigidus, 5 
or 6% Recurrence, 1 
Keller-Brandes 54 47 cases (87%) 
Exostectomy 26 Does not correct hallux valgus 
8 
Reverdin 19 11 cases (58%) { 
McBride 10 6 cases (60%) 10% 
Silver-Stein 9 5 eases (56%) oa {Recurrence, 44% 
Lapidus 7 6 cases (86%) *** ma {Pain on fusion area 
Loison 3 2 cases (67%) mS {Recurrence 
1 

Hawkins-Mitchell Hedrick 3 2eases (67%) case {Recurrence 


*Two hundred and eleven of these were followed up; 44 were not. The average follow-up was 


4% years. The statistics are based only on the 211 cases that were followed up. 
**Results were considered good when (a) valgus of the great toe was not more than 10 degrees, 
(b) there was motion of the first M.P. joint at least 50 degrees of dorsiflexion and 30 degrees of 


plantar flexion, and (c) the patient had no pain. 


***The average correction of M.P.V. was 14 degrees. 


h 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


statique qui survient chez les patients 
précentant un aplatissement des arches 
antérieuree et longitudinales interne sec- 
ondaires a une faiblesse constitutionnelle 
des tissus mésenchymateux. 

2. Afin de corriger |’allus valgus il faut 
rémédier aux difformités structurales du 
pied (pied plat—pied tourné 
en dehors). 

3. On donne aussi les indications de 
diverses techniques opératoires. 


SUMARIO 


1. O hallux valgus é uma deformidade 
estatica que se desenvolve em pacientes 
com achatamento dos arcos anterior e 
longitudinal interno com enfraquecimento 
constitucional dos tecidos mesenquima- 
tosos. 

2. Para o tratamento profilatico do 
hallux valgus as alteracédes estruturais do 
pé (pé deslocado, pé chato ou pé valgus) 
devem ser corrigidas. 

3. As indicacdes para varios processos 
operatorios de correcao sao descritas. 


Author’s Note: The author acknowl- 
edges his indebtedness to Dr. Ponseti for 
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his valuable assistance in the preparatio 
of this paper. 
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The Use of Esweadiol Pellets in the Treatment 


of Prostatic Carcinoma: Reference to Variation 


in Response to Steroid Therapy 


EDWARD M. TRACY, JR., M.D. 
HAMBURG, NEW YORK 


T is the purpose of this report to pre- 
| sent certain aspects of endocrine 

therapy as employed in the treatment 
of prostatic carcinoma—namely, the fact 
that the patient response may vary, de- 
pending on the type of drug used and the 
manner in which it is used, and that, 
despite the enthusiasm that may attend 
early satisfactory response to endocrine 
treatment, such enthusiasm at present 
must be tempered by the thought that in 
most cases a refractory stage is reached 
which can be reversed only with expan- 
sion of knowledge concerning the pro- 
cesses that control cell growth. 

About two years ago, at Mercy Hospital 
in Buffalo, my associates and I had the 
opportunity to observe the energetic work 
of one of the members of this organiza- 
tion who implanted estradiol pellets sub- 
cutaneously in treatment of the meno- 
pause, with gratifying results in over 
1,000 cases. 

The thought then presented itself that 
this form of estrogen therapy might be 
employed in treating prostatic carcinoma 
in place of the oral use of the drug. 

This was decided upon for several rea- 
sons. We knew that many clinic patients 
were not faithful to their medication re- 
gimes. Pellet implantation would provide 
a more positive means of circumventing 
this difficulty. In the second place, oral 
use of the drug often causes marked gas- 
tric distress, and it was hoped that paren- 
teral administration might obviate this. 
It was also theorized that higher levels 
of circulating estrogens might be obtained 
where the source of supply was constant, 
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viz. the effect of a pellet implanted sub- 
cutaneously as compared to that of an in- 
constant source of supply when oral ad- 
ministration is used. 

In accord with this we have implanted 
50 mg. of estradiol in the form of two 
pellets, each containing 25 mg., beneath 
the skin of the anterior surface of the 
thigh. No local evidence of any undesir- 
able effect was encountered. This proce- 
dure was repeated every three months. 
In most cases absorption was complete by 
this time. In a few cases little or no ab- 
sorption took place, owing to local fibrosis 
and encapsulation of the material. Suc- 
cessful absorption, however, was always 
obtained by selecting a new site for im- 
plantation. 

This procedure has been carried out in 
a total of 69 patients. Fifty-two of these 
had advanced prostatic carcinoma. Seven- 
teen had what might be called occult car- 
cinoma; that is, carcinoma was observed 
in the adenoma postoperatively, without 
evidence of the process having spread be- 
yond the confines of the adenoma. 

In the first group, 19 of the patients 
had far advanced carcinoma with evidence 
of bone involvement. These had been tak- 
ing oral estrogen and apparently had be- 
come refractory to this. Three of them 
were taking large doses of morphine to 
control pain. It was not thought seriously 
that this form of medication would help 
these patients; the early response, how- 
ever, was dramatic. The bone lesions dis- 
appeared, and 4 of the patients who were 
practically helpless returned to work. The 
3 who were using heavy doses of mor- 
phine became free of pain without mor- 
phine. 

Statistics are boring and in a report 
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of so small a group of patients would have 
no significance. However, in the light of 
what has happened since we started this 
type of therapy we think it significant to 
reflect a little on the overall picture and 
try to piece together what information we 
are able to gain from observation of these 
patients and from the various reports that 
appear in the literature. 

A few of the patients did not respond 
at all. One who reacted favorably for sev- 
eral months subsequently became refrac- 
tory. An orchiectomy was performed, with 
relief of symptoms and clinical evidence 
of regression of the lesion. We do not ex- 
pect, however, that this will last. 

Most of the patients received consider- 
able benefit from this form of treatment, 
and many who had been taking oral 
estrogen and who had become refractory 
actually were rehabilitated. 

In none of the patients did any gastric 
disturbance develop. Enlargement of the 
mammary gland was present in all and 
painful in a few. 

There is no evidence to date of exten- 
sion of neoplastic growth in any of the 
cases of occult prostatic carcinoma, but 
sufficient time has not elapsed and the 
cases are too few to permit the drawing 
of conclusions. 

In those cases in which hormone 
therapy appears indicated we now use 
estradiol pellets implanted subcutaneous- 
ly, because we are convinced that the pa- 
tient will obtain maximum constant uti- 
lization of the drug without the gastric 
disturbance that often accompanies oral 
administration. 

Nevertheless, in view of the overall pic- 
ture, I must state that relapse and the 
development of a refractory state are 
again the conditions with which one is 
confronted. Many of the patients about 
whom we were most enthusiastic in the 
early months of this type of therapy have 
now begun to go down hill. 

This is a little discouraging, certainly 
to the patients and also to those of us who 
were so gratified in observing what ap- 
peared to be a new approach to a most 
difficult problem. 
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Still, out of this muddle—as one may 
well call the present status of the endo- 
crine type of treatment for prostatic car- 
cinoma—new and hopeful facts are con- 
stantly appearing. It was not so long 
ago that the profession had nothing to 
offer the patient afflicted with advanced 
prostatic carcinoma. A new era appeared 
at hand when we observed the results 
that followed orchiectomy which removed 
or at least diminished the androgens or 
the results that followed the use of 
estrogens. Certainly a milestone had been 
reached. 

It is now known that these measures 
are not curative, but they have resulted 
in relief of suffering and the accumulation 
of several pertinent facts. 

For instance, in patients who have died 
of recurrent carcinoma following use of 
estrogens it has been observed that there 
is enlargement or hyperplasia of the 
adrenal and the pituitary. This may be 
due to the use of the estrogens or to some 
stimulating effect brought about by re- 
moving the main source of androgen. It is 
possible in the experimental animal to 
cause enlargement of these glands by giv- 
ing large doses of estrogen. 

On the basis of these facts, some in- 
vestigators have even recommended irri- 
diation to the pituitary with the hope of 
suppressing the function of this organ. 
Some success has been reported. 

For a considerable time it has been 
thought that overactivity of the adrenal 
gland, bringing about elaboration of hor- 
mones that stimulate noeplastic growth of 
the prostate, is the most logical explana- 
tion for the refractory state. 

The early satisfactory results that we 
encountered employing estradiol pellets, 
especially for patients who had become 
refractory to oral estrogens, led to the 
hope that pituitary and adrenal suppres- 
sion had been achieved. 

We thought this might possibly be due 
to massive dosage brought about by con- 
stant absorption from a subcutaneous de- 
pot of the drug as opposed to inconstant 
absorption, as in the case of intermittent 
oral dosage. 
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We thought it might even be due to 
some property of. the drug itself, since 
estradiol is slightly different in chemical 
composition from stilbestrol, which many 
of the patients had previously been tak- 
ing. In regard to this point the drug chlor- 
otrianisene, or TACE, has been used in 
treating prostatic carcinoma by some 
workers, who feel that this is a synthetic 
estrogen that suppresses cancerous 
growth of the prostate without causing 
the enlargement of the adrenal and pitui- 
tary glands observed post mortem in some 
patients treated with a substance such 
as stilbestrol. Certain experimental proof 
is at hand to bear out these facts. 

Although our work has been clinical 
and devoid of the experimental aspects 
that are desirable in scientific investiga- 
tion, we are of the opinion that we may 
draw certain valid conclusions from it— 
namely, that estradiol pellets are a valu- 
able adjunct in the palliative treatment 
of prostatic carcinoma; that a refractory 
state is likely to develop during the course 
of most forms of hormonal treatment, and 
that overcoming this refractory state de- 
pends upon suppressing some function of 
the pituitary and adrenal glands through 
the medium of some new compound. 

We have been stimulated by this work 
to inquire deeper into the relations borne 
by the pituitary and adrenal glands to 
the problem of the cancerous prostate 
gland. 

SUMMARY 


On the basis of clinical experience, the 
author presents evidence that the implan- 
tation of estradiol pellets, though a valu- 
able adjunct in the palliative treatment 
of prostatic carcinoma, cannot yet he de- 
pended on to produce a lasting effect, and 
that more extensive knowledge of the 
glandular influences and interrelations in- 
volved will be necessary before it can be 
unreservedly recommended. 


RIASSUNTO 


In base alla sua esperienza clinica, 
l’Autore porta prove convincenti che |’im- 


TRACY: ESTRADIOL IN PROSTATIC CARCINOMA 


pianto di compresse di estradiolo, per 
quantocostituisca un valido aiuto nella 
cura palliativa del carcinoma prostatico, 
non pud ancora essere ritenuto un mezzo 
terapeutico che dia risultati definitivi—e 
che @ necessaria una pili approfondita 
conoscenza del reciproco influsso e delle 
correlazioni fra le ghiandole ormoniche 
interessate, prima che tale metodo tera- 
peutico possa essere raccomandato senza 
riserve. 
RESUMEN 


Fundandose en la experiencia clinica, 
se presenta evidencia de que la implan- 
tacion de “pellets” de estradiol, a pesar 
de su valor auxiliar en el tratamiento 
paliativo del carcinoma prostatico, no 
puede empero considerarse de confianza 
para producir un efecto duradero, siendo 


- necesario un conocimiento mas extenso de 


las influencias e interrelaciones glandu- 
lares implicitas antes de poder  reco- 
mendarse ilimitadamente. 


ZUSAM MENFASSUNG 


Der Verfasser weist auf Grund klin- 
ischer Erfahrung nach, dass die Ein- 
pflanzung von Estradiolkuegelchen zwar 
einen wertvollen Zusatz in der pallia- 
tiven Behandlung des Prostatakrebses, 
aber noch keineswegs eine Methode dar- 
stellt, von deren Anwendung man dauer- 
hafte Resultate erwarten kann. Ehe das 
Verfahren ohne Vorbehalt empfohlen wer- 
den kann, ist eine umfangreichere Kennt- 
nis der Einfluesse und Wechselbeziehun- 
gen der in Frage kommenden Druesen 
notwendig. 

RESUME 


Se basant sur son expérience clinique, 
Auteur prouve que l’implantation de 
grains d’estradiol, n’est pas de tout repos 
dans le traitement du cancer de la pros- 
tate. Ce traitement a une certaine valeur 
mais doit étre approfondi davantage au 
fur et 4 mesure que |’on connaitra les re- 
lations et les corrélations glandulaires. 
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SUMARIO do carcinoma prostatico, ainda nao pode 

ser considerada como de efeito duradouro. 

Com base em experiencia clinica, © Mais extensivos conhecimentos de influen- 

autor apresenta provas de que a implan-__cias glandulares e des inter-relagdes en- 

tacao de particulas de estradiol, ainda que _—volvidas serao necessarios antes que possa 
valioso auxiliar no tratamento palliativo ser recomendada sem reservas. 
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Direct Inguinal Hernia 


_ ALFRED H. IASON, MLD. 


BROOKLYN, NEW YORK 


involved in the causation of direct 

inguinal hernia: 1. Great increase 
in intra-abdominal pressure, attributable 
io laborious and/or prolonged occupation. 
2. Atrophy of the abdominal muscles, due 
to advance in age or wasting disease. 3. 
Progressive increase in size and weight 
of the abdominal contents, as in obesity 
and ascites. 4. Chronic cough. 5. Ineffi- 
cient repair of external hernias. 

Above all, poorly developed musculature 
in the lower half of the abdominal wall 
and the consequent weakening of subja- 
cent structures (the conjoined tendon and 
the transversalis fascia, for example), are 
the most common causes of direct inguinal 
hernia. Especially, the lower border of the 
internal oblique muscle and its insertion 
are often found deficient, thereby caus- 
ing anchorage of the muscle at a preter- 
natural distance from the os pubis on the 
lateral edge of the rectus sheath. An in- 
guinal triangle is thus formed (other than 
Hesselbach’s) which is bounded sub- 
jacently by the inguinal ligament, superi- 
orly by the internal oblique muscle and 
medially by the lateral border of the 
rectus muscle sheath. 

In contradistinction to indirect inguinal 
hernia, the unassociated direct variety is 
always acquired. It takes a course through 
the medial aspect of the canal, the deep 
or inferior epigastric artery and sper- 
matic cord being contiguous to the lateral 
aspect of the neck of the sac. The protru- 
sion passes through the inguinal triangle. 
It is bounded medially by the outer mar- 
gin of the rectus muscle, laterally by the 
deep epigastric artery and below by the 
inguinal ligament. 

The inguinal triangle, be it recalled, is 
the space on the lower abdominal wall 


A S A RULE, the following factors are 
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bounded laterally by the deep or inferior 
epigastric artery, medially by the -margin 
of the rectus muscle and below by the in- 
guinal ligament. Its medial aspect is 
crossed by the tendo conjunctus. The in- 
guinal peritoneal fossae are three depres- 
sions of the serous membrane in the in- 
guinal area about the inguinal ligament; 
the medial one (fovea supravesicalis) and 
the middle one (fovea inguinalis medialis) 
lie in the inguinal triangle, but the lateral 
fossa (fovea inguinalis lateralis) ordi- 
narily corresponds to the abdominal in- 
guinal ring. 

Deaver (Surgical Anatomy) many 
years ago wrote: “This lateral corner 
{inguinal triangle] is devoid of the pro- 
tection of the conjoined tendon and con- 
tains no substitute for it. Through this 
weak angle a direct inguinal hernia may 
pass into the inguinal canal. . . It is the 
opinion of most surgeons and anatomists 
that a weak or deficient tendo conjunctus 
is the most important factor in the pro- 
duction of a hernia of the direct type.” I 
am wholly in accord with this view. 

There is always a variable dehiscence 
between the transversalis fascia, the 
tendo conjunctus and the inguinal liga- 
ment. 

Varieties of Direct Inguinal Hernia.— 
The common varieties of direct inguinal 
heria may be grouped as follows: 

1. The protrusion forms in the medial 
inguinal fossa and penetrates the tendo 
conjunctus (in the medial two-thirds of the 
inguinal triangle), or it may force the 
tendon anteriorly and thus penetrate the 
lower end of the inguinal canal. 

2. The hernia may pass into the middle 
inguinal fossa and appear through the 
lateral third of the inguinal triangle 
(lateral to the tendo conjunctus) and 
penetrating the upper part of the inguinal 
canal. 
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Fig. 1.—A, external oblique aponeurosis.  B, 

internal oblique muscle. C, cord. D, hernia pro- 

trusion, with lines indicating tendo conjunctus. 

E, shelving portion of inguinal ligament. Dotted 

line showing first incision through fibers of con- 
joined tendon. 


One or the other variety of direct in- 
guinal hernia may be either complete or 
incomplete, and according to the situation 
of the neck of the sac to the medial or 
lateral aspect of the obliterated hypogas- 
tric artery, the term internal or external 
is applied. 

Direct inguinal hernia is, therefore, as 
succinctly described by Ogilvie (Practi- 
tioner, v. 159: 354, 1947): “. . . an ill- 
defined yielding of the posterior wall of 
the inguinal canal with damage to the 
muscular layers preceding, accompanying, 
or following the fibrous yielding. Two 
causes are usually at work: an increase 
in abdominal pressure and trophy of the 
muscle.” 

Direct and indirect hernia may be com- 
plicated by sliding of viscera. In the first 
variety the bladder is most commonly in- 
volved; in the second, the large bowel; on 
the right side the cecum and ascending 
colon are entrapped; on the left, the sig- 
moid and descending colon. The resultant 
so-called “saddle-bag” or “‘pantaloon” sac 
straddles the deep epigastric vessels and 
presents both a direct and an indirect sac 
which from the viewpoint of surgery is, 
in effect, a direct hernia. 
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Course.—1. A direct hernia, from 
within outward, takes the following in- 
vestments: 

In the abdomen: (a) peritoneum; (b) 
subserous areolar tissue; (c) fascia trans- 
versalis. 

In passage to the lower end of the in- 
guinal canal: (a) tendo conjunctus; (b) 
reflected inguinal ligament. 

At the annulus inguinalis subcutaneous: 
external spermatic fascia. 

In the scrotum: (a) superficial fascia; 
(b) skin. 

2. The hernia often enters the middle 
inguinal fossa and appears through the 
lateral third of the inguinal triangle 
(lateral to the tendo conjunctus) and 
penetrates the upper part of the inguinal 
canal. The covers may then be: 

In the abdominal cavity: preperitoneal 
fat. 

In the inguinal canal: cremaster muscle 
and transversalis fascia. 

A direct inguinal hernia therefore has 
the same covering as an indirect one, ex- 
cept that the tendo conjunctus is sub- 
stituted for the cremasteric fascia and the 
transversalis fascia for the infindibuli- 
form. 

Symptoms. — Direct inguinal hernias 


Fig. 2.—Subjacent transversalis fascia (B) and 

fibers of conjoined tendon (A) are seen after 

circular incision through conjoined tendon and 
cremaster fibers. 
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are asymptomatic as a rule. The patient 
becomes aware of one or more painless 
swellings in the inguinal area, frequently 
after an unusual attempt at lifting or mov- 
ing some heavy object. The mass is re- 
duced instantly on lying down and reap- 
pears on straining in the recumbent posi- 
tion or on arising. After the condition has 
developed there are the usual symptoms 
referable to inguinal hernia. (Strangula- 
tion is extremely rare in the direct in- 
vuinal hernia, because the neck of the 
sae is usually large.) 

With great increase in size—and this 
is uncommon—direct inguinal hernia usu- 
ally remains in the area contiguous or ad- 
jacent to the inguinal ligament, expand- 
ing medialward. This tendency is of para- 
mount diagnostic significance, because the 
oblique variety enlarges as a rule down- 
ward into the scrotum; a direct inguinal 
hernia, contrariwise, rarely takes this 
course, unless concurrent with the indirect 
variety, and shows less tendency to en- 
largement. In the so-called saddle-bag 
variety the indirect component may solely 
pass into the scrotum. 

Diagnosis.—Notwithstanding the def- 


Fig. 3.—Another step in mobilization of sac. 


Transversalis fascia has been severed by a cir- 
cular incision, exposing the subjacent peritoneal 
protrusion (C). A, conjoined tendon fibers. B, 
transversalis fascia. 


IASON: DIRECT INGUINAL HERNIA 


Fig. 4.—Sac opened for inspection of interior. 
A, conjoined tendon; B, transversalis fascia; C, 
peritoneum (sac). 


inite character of a direct inguinal hernia, 
a conclusive diagnosis cannot easily be 
made. Examination will show one or more 
painless swellings in the inguinal area, 
enlarged by strain and readily reduced 
on reclining. The protrusion § rarely 
emerges from the subcutaneous inguinal 
ring and tends to remain small and incom- 
plete. 

On physical examination with the pa- 
tient erect or recumbent, the position of 
the globular mass is contiguous to the 
tubercule of the os pubis, with the sper- 
matic cord resting superficially and later- 
ally. 

The spermatic cord lies superficial and 
lateral to it. It is found relatively high and 
close to the lateral border of the rectus 
muscle. The patient is examined recum- 
bent and erect. A circular opening is usu- 
ally found from which the inguinal canal 
apparently takes a path directly backward 
into the abdominal cavity instead of 
obliquely upward as in the indirect variety 
of inguinal hernia. ; 

The expansile impulse on coughing in 
the presence of direct inguinal hernia is 
felt coming, as a rule, from the floor of 
the canal, propelling the finger outward; 
contrariwise, with indirect inguinal hernia 


‘om 
in- \ 
nd 
lal 
‘le 
as 
X- 
b- 
i- 
J 
| 
a 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


the impulse appears to come from above, 
laterally downward. 

A conclusive differential diagnosis is 
usually made by the following maneuver: 
The hernia is first reduced. In examina- 
tion of the left groin the left index finger 
is inserted into the subcutaneous inguinal 
ring by invaginating the scrotal skin. The 
presence or absence of an impulse is then 
ascertained. The tips of two fingers of the 
right hand are now placed firmly and di- 
rectly over the inguinal canal, medial to 
the deep inguinal ring. The patient is then 
again requested to cough or make a strain- 
ing effort. If an impulse is now felt in 
palpating with the left index finger the 
hernia is of the direct inguinal variety. 
If there is no impulse the hernia is of the 
indirect form. The hands are reversed in 
palpating the right inguinal rings and in- 
guinal canal. (It is well to keep in mind 
that not all protrusions with an expansile 
impulse on coughing and coming directly 
forward above and external to the pubic 
spine are necessarily direct inguinal her- 
nias. They may be of the indirect class.) 

The form and size of the sac in direct 
inguinal hernia, as a rule, make irreduci- 


Fig. 5.—Sac twisted and transfixion suture ap- 
plied to base. A, peritoneum; B, bladder. 
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bility, incarceration or strangulation «l- 
most impossible. 

Surgical Treatment of Direct Inguinal 
Hernia.—It has frequently been stated in 
the surgical literature that the great 
number of technics advocated for repair 
of indirect inguinal hernia is proof of 
their inadequacy. This is, in a large meas- 
ure, equally true of the direct variety, for 
which whole skin grafts, fascial grafts 
(local or distant), peritoneal grafts (her- 
nial sac), nylon, floss or Chinese silk, steel 
wire, and metal filigree implantation all 
have their advocates. 

Over three decennia ago Downes wrote 
(Arch. Surg., 1920): “Paradoxical as it 
may seem the wonderful results obtained 
in recent years following operations in 
the indirect inguinal herniae group, which 
comprises more than 90 per cent, of all 
hernias, is largely responsible for the 
number of failures in the cases of direct 
hernia.” 

Some direct inguinal hernias, especially 
those with a poorly developed or extreme- 
ly weakened lower abdominal wall, cannot 
be cured by any variety of surgical re- 
pair in vogue today. The common form of 
hernial recurrence is the direct variety. 

It is the consensus among surgeons that 
technical failure to reinforce the conjoined 
tendon (primarily) and the transversalis 
fascia, careless handling, and the use of 
crushing sutures with subsequent sup- 
puration are the obvious causes of recur- 
rence. 

It should be kept in mind that the per- 
manent repair of a direct inguinal hernia 
is above all a reconstructive operation. 
Success or failure is due largely to correct 
or incorrect observance of the main prin- 
ciples of governing such procedures and 
knowledge of the surgical anatomy of the 
part. 

A valid view is that expressed in an 
editorial in the U. S. Naval Medical Bul- 
letin (v. 42: 1199, May 1944) to the 
following effect: 

“A hernial operation is a plastic opera- 
tion of the highest order, demanding not 
merely an appreciation of simple esthetic 
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approximation of tissue, but a thorough 
knowledge of the architectural mechanics 
involved. It is not surprising that failure 
to follow a procedure that is founded on 
unsound anatomic and physiologic prin- 
ciples. .. [is doomed to failure.] Further- 
more it has been pointed out that an in- 
tact falx inguinal is aponeurosis, or the 
so-called conjoined tendon is present in 
less than 20 per cent of individuals. Any 
operation therefore founded upon such an 
inconstant structure as the conjoined 
tendon is doomed from the start to fail- 
ure, proportionate to the presence of that 
structure. Add to this the personal error 
of the surgeon’s failure to recognize the 
structures before him and the lack of ap- 
preciation of the ethiologic factor produc- 
tive of a hernia and the appalling high 
ratio of recurrence is easily understood.” 

Some of the procedures that find ardent 
proponents are the Ferguson, Bassini, 
Bloodgood, Halsted, Downes, Wyllys-An- 
drews, Gallie, McArthur, Wangensteen 
and Mair methods and my modification 
of one of the fascia lata transplant 
operations. 

Floss silk is now occasionally used in- 
stead of fascia. 

The all-silk technic is carried out 
throughout the operation; fine silk for 
ligatures and sutures and floss silk for 
the lattice repair that covers and but- 
tresses the weak area. 

A single dose of penicillin (600,000 
units) is given on the day before the oper- 
ation and for the first three postoperative 
days. 

According to Maingot (Proc. Roy. Soc. 
Med. 42:466, 1949), “Floss silk is pre- 
ferred to nylon, fascia lata, kangaroo 
tendon, stainless steel wire, tantalum wire, 
stout twisted silk and other materials be- 
cause it is beautifully soft material con- 
sisting of individual fibrils of natural silk, 
offering a perfectly pliable framework for 
the subsequent growth of fibroblasts.” 

It has been repeatedly proved that the 
Bassini operation and its many modifica- 
tions are completely inadequate. Instead, 
modern surgical procedures for permanent 
repair of direct inguinal hernia have been 
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primarily devised with the view of rein- 
forcing the inguinal triangle—the “dike” 
—either by plication of adjoining tissues 
or by reinforcement with heterogenous, 
autogenous or pedicled fascial grafts from 
distant or close areas. 

Anatomic Repair of Direct Inguinal 
Hernia: Author’s Technic.—In repair of 
a direct inguinal hernia my customary 
procedure is carried out as follows: 

1. The medial end of the incision is 
carried over the subcutaneous inguinal 
ring so far as to give clear exposure of 
the pubic tubercule and permit easy re- 
traction of the medial flap of the external 
oblique aponeurosis, thus also exposing 
the rectus muscle and sheath. 

2. The external oblique aponeurosis 
and muscle fibers are separated in line 
with the upper pillar of the subcutaneous 
inguinal ring to expedite preparation of a 
large lateral flap for subsequent imbrica- 
tion. 

3. The spermatic cord structures are 
dissected out of the inguinal canal and iso- 
lated. 

4. The protrusion in the inguinal tri- 
angle, found medial to the inferior epi- 
gastric vessels, is grasped with two hemo- 
stats while upward traction is made and 


Fig. 6.—Sac having been transfixed at base, re- 
dundant portion has been excected. 
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Fig. 7.—A, external oblique aponeurosis; B, in- 

ternal oblique muscle; C, suturing of conjoined 

tendon with interrupted sutures; D, similar pro- 
cedure for transversalis fascia. 


the weak transversalis fascia and atten- 
uated fibers of the interlacing conjoined 
tendon are placed under tension. 

5. A circular incision is made through 
the fibers of the tendo conjunctus with 
its attached supernatant cremaster muscle 
and fascia (Figs. 1 and 2.) 

6. The transversalis fascia comes into 
view and is severed circularly (Fig. 3). 

7. The hernia sac, freed from the 
spermatic cord, lies in the medial half 
of the inguinal canal. 

8. The sac is opened for inspection; 
its margins are seized with hemostats. 

9. If the bladder interferes with com- 
plete mobilization of the sac, it is dissoci- 
ated from the sac by blunt dissection with 
a gauze sponge and brushed aside medially 
(Fig. 4.) 

10. The sac neck is twisted and trans- 
fixed at the base with No. 2 chromic cat- 
gut. The redundant part is removed 
(Figs. 5 and 6). 

11. The transversalis fascia is then 
sewn in an overlapping manner and in- 
terruptedly over the sac stump (Fig. 7). 

12. The tendo conjunctus is sutured 
with interrupted strands (Figs. 7 and 8). 
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13. The aponeurosis of the extern: 
oblique muscle is 1-closed with sper- 
matic cord subjacent to Scarpa’s fascia, 
according to Wyllys-Andrews technique 
(Fig. 9). : 

14. The skin is closed. 

When there is recurrence of the direct 
inguinal hernia I often resort to the use 
of a pedicle fascia lata transplant or tant- 
alum mesh to obturate the inguinal tri- 
angle. 


Data on Author’s Cases of Inguinal Hernia 
Direct Hernia 
Number of Average Age of 
Patients Patients* 
Males Females Males Females 
1 ed plus 40 (only 1) 


0 1 
1 50 plus 50 (only 1) 


Site of 
Hernia 


41 


Bilateral 


89 2 
(Direct ard Indirect) 


0 
1 58 (only 1) 


1 


55 plus 
24 
Recurrent Hernia 
Direct hernia—new method: 6 of 89 patients, 
or 6.75%. 
Saddle-bag hernia (direct and indirect): 3 of 
24 patients, or 12%. 
*The youngest patient with direct unilateral 
hernia was 2 years of age; the eldest, 69. The 


youngest patient with direct bilateral hernia was 
36 years old, and the eldest was 76 years. 


Fig. 8.—Tacking internal oblique to shelving por- 
tion of inguinal ligament. A, external oblique 
aponeurosis. 
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Fig. 9.—Double layer closure of external oblique 
aponeurosis, cord — placed beneath Scarpa’s 
ascia. 


SUMMARY 


The varieties of direct inguinal hernia 
are listed and the problem discussed with 
regard to causation, symptoms, pathologic 
course, diagnosis and surgical treatment. 
The author’s technic of anatomic repair 
is presented in detail. 


SUMARIO 


As variedades de hernia inguinal sao 
agrupadas e o problema discutido em 
relagéo a causa, sintomas, curso patologi- 
co, diagnostico e tratamento clinico. A 
tecnica do autor de reparo anatomico é 
apresentada em detalhe. 


IASON: DIRECT INGUINAL HERNIA 
ZUSAM MENFASSUNG 


Es werden die Varianten des direkten 
Leistenbruches aufgefuehrt und Fragen 
der Aetiologie, der Symptome, des Krank- 
heitsverlaufes, der Diagnose und der chir- 
urgischen Behandlung eroertert. Der Ver- 
fasser beschreibt im einzelnen seine Tech- 
nik der anatomischen Wiederherstellung. 


RESUMEN 


Se enumeran las variedades de hernia 
inguinal directa y se discute el problema 
respecto a causa, sintomas, evolucién 
patol6gica, diagnéstico y tratamiento 
quirtrgico. Se presenta detalladamente la 
técnica de reparacion anatémica del autor. 


RIASSUNTO 


Vengono elencate le diverse varieta dell’ 
ernia inguinale diretta e vengonodiscussi 
i problemi riguardanti |’etiopatogenesi, i 
sintomi, il decorso, la diagnosi e la cura 
chirurgica di tale stato patologico. Viene 
poi dettagliatamente descritta la tecnica 
operativa usata dall’Autore. 


RESUME 


L’Auteur énumére les variétés d’hernie 
inguinale directe et donne la cause, les 
symptomes, |’évolution, le diagnostic et le 
traitement chirurgical. L’Auteur décrit 
aussi en détail son procédé personnel de 


cure. 


SCIENTIFIC EXHIBITS 


Those desiring to present scientific exhibits at the 1952 National Assembly 
of the United States Chapter, International College of Surgeons, to be held on 
September 2 to 5 inclusive at the Conrad Hilton Hotel, Chicago, are requested 
to communicate with Dr. Arnold S. Jackson, Madison 5, Wisconsin. Full details 


will be supplied on request. 
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The Relation of Occupational Strains to the 
“Disc Syndrome” 


CLAUDE N. LAMBERT, B.S., M.S., M.D.* 
CHICAGO 


the herniated disc syndrome is dis- 
cussed, a brief review of herniated 
discs is in order. 

The herniated disc syndrome is of three 
types: (1) irritative, (2) degenerative 
and (3) herniated. Most “disc syndromes” 
fall into one of these three categories, at 
least theoretically. Patients who have only 
a backache, and that not too severe, may 
have the irritative phase of the pathologic 
disc. This irritative phase may continue; 
the disc may become degenerative, with 
development of the complete disc syn- 
drome, or a portion of the disc may be- 
come completely herniated into the spinal 
canal. 

Diagnosis of a herniated disc requires 
some uniformity of criteria. The following 
symptoms are necessary to make such a 
diagnosis: 

1. Pain in the back, usually low in the 
lumbar region 

2. Pain in the legs, typically sciatic in 
distribution 

3. Restriction of back motion, with or 
without a list 

4. Local punch or percussion tender- 
ness, midline or paravertebral 

5. Normal knee jerks—(diminished or 
absent knee jerks usually mean a higher 
level) 

6. Diminished or absent ankle jerks 

7. Lateral hypesthesia of calf, ankle 
and toes 

8. Weakness of dorsiflexion of foot at 
ankle and/or extension of first toe 


B tte he the relation of occupation to 


i Professor, Orthopaedic Surgery, University of 
of Medicine: Attending Orthorpedic Surgeon, 
St. Luke’s Hospital. 

Presented at the Sixteenth Annual Assembly of the United 
States and College of 
Surgeons, Chicago, Sept. 
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9. Positive result from straight leg- 
raising test 

10. Negative results 
(faber) and Ely tests 

11. Negative result from Burns test 

In a typical case the patient will show 
most, if not all, of these symptoms, 
though in some cases not all of them are 
present. 

1. Pain in the Back.—This is usually 
low in the lumbar area, or the patient may 
point to the upper portion of the sacroiliac 
joint as the source of his pain. The patient 
may have repeated episodes of pain in the 
back only and then suddenly experience 
pain in the leg. It is not infrequent to 
have the patient state that with the ap- 
pearance of the leg pain the back pain 
diminished. 

2. Pain-in the Legs.—This is usually 
typically sciatic in distribution, most com- 
monly down the course of the peroneal 
nerve. 

3. Restriction of Back Motion.—This is 
a very common symptom and may be asso- 
ciated with a list. If the list is a prominent 
feature of the back appearance, the patho- 
logic condition is probably between the 
fourth and fifth lumbar vertebrae. 

4. Local Punch or Percussion Tender- 
ness.—This is usually quite definite and 
may be either in the midline or in the para- 
vertebral area. 

5. Knee Jerks.—These are usually nor- 
mal, and absent or diminished knee jerks 
suggest that whatever pathologic change 
is present is at a higher level than the 
fourth and fifth lumbar or fifth lumbar 
and first sacral interspaces. 

6. Ankle Jerks—The ankle jerk is 
usually diminished or absent. 


7. Hypesthesia.— This symptom, a3 
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demonstrated by pin prick or light sen- 
sory touch, is usually demonstrated over 
the lateral side of the calf, the ankle and 
the lateral aspects of the toes. 

8. Weakness of dorsiflexion of the foot 
at the Ankle and/or Extension of the First 
Tve.—This is a very common symptom 
and one not usually discussed. It is my 
impression that it is a valuable adjunct 
in the diagnostic procedure. 

9, Positive Result from Straight Leg- 
Ruising Test.—This test may be made by 
either the Goldthwait or the Lasague 
methods; either gives the same results. 
A normal range of motion is from full 
extension to 90 degrees, and, of course, 
any restriction between these would be 
considered a positive result. 

10. Negative Results from the Patrick 
and Ely Tests.—Usually, patients with 
pathologic conditions of the disc react 
negatively. 

11. A Negative Reaction to the Burns 
Test—This is of importance in distin- 
guishing between anatomic and functional 
disabilities. Patients with actual anatomic 
disabilities can perform the Burns test; 
patients with the functional disabilities 
either cannot or will not. 

Routine roentgenograms are taken pri- 
marily to rule out other pathologic con- 
ditions; for example, spondylolisthesis, 
tumors, infection, tuberculosis, arthritis, 
or congenital anomalies. A secondary 
roentgenographic observation of impor- 
tance is loss of the normal lumbar curve; 
in many patients this curve is completely 
obliterated, giving the appearance of a 
straight back. There may be a decreased 
intervertebral space, but this by itself is 
not pathognomonic. Sometimes special 
films are taken with the patient in acute 
flexion and hyperextension, and by these 
some hypermobility at the affected area 
is demonstrated. Myelograms are of ques- 
tionable value as regards the disc. The 
percentage of false positives results is too 
great to permit diagnosis on the basis of 
amyelogram alone. Myelograms are excel- 
lent in the demonstration of tumors, but 
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the possible complications should not be 
overlooked, since they include arachnoid- 
itis, deposition of the opaque material in 
the brain, and possible psychosomatic 
aftermath. 

Table 1 shows the total number of cases 
reviewed in this study, the sex distribu- 
tion and average age. 


TABLE 1.—Data on Cases Reviewed 


Total number of cases.............. 332 
188 
Average age of patient............. 38.8 years 
19 years 


It is not within the scope of this paper 
to discuss treatment in detail, beyond the 
data given in Table 2. 

Table 3 shows the distribution of these 
332 patients by occupation. 


TABLE 2.—Summary of Treatment 
Number of patients on primarily operated... 86 
Number of patients operated on after con- 

Number of patients reoperated on.......... 5 
Number of patients with previous operations 7 
Operations recommended but refused....... 38 


Tuberculosis of sacroiliac joint.............. 3 
Conservative treatment 143 


TABLE 3.—Distribution by Occupation 


332 


A breakdown of these occupations into 
the causative factors in each category is 
presented in Tables 4 to 10 inclusive. 

It will be noted, particularly here, that 
there is practically no correlation between 
the patient’s occupation and the beginning 
of his symptoms. 

Table 6 shows data on the office execu- 
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tive as contrasted to the subordinate office 
worker. 

This breakdown was made on the basis 
of the fact that frequently the executive 
has a type of disability differing from that 
of the worker, but here again there is 
practically no correlation between occu- 
pation and the onset of symptoms. 


TABLE 4.—Housework 


Insidious onset 
Following delivery 
Falling 
Recurrent backache 
Picking up heavy objects 
Baby 
Case cokes 
Bicycle 
Moving piano, furniture, china closet, bed 
Slipping, falling, tripping (ice, curb, etc.).. 
Reaching and twisting 
(Garbage can; inside furnace) 
Bowling 
Getting out of bed 
Others 
Hanging clothes, line broke 
Combing hair 
Putting on shoes 
Playing golf 
Osteopathic treatment 
Following hysterectomy 
Shaking rugs out window 
Washing clothes 
Falling off horse 


TABLE 5.—Office Work 


Gradual onset 
Lifting heavy objects 
(child, package at home, 
general) 
Athletics 
(baseball, diving, basketball, golf, tennis, 
skiing, bowling, horseback riding) 
Slipping on ice, steps 
Turning over in bed 
Chiropractic adjustment 
Shoveling snow, moving dirt, sawing board.. 
Motor accident 
Carrying money to bank 
Driving truck—extra 
Fall in train 


wastebasket, 


TABLE 6.—Executive Office Work 


Gradual 

Lifting (car, .. 
Slipping on ice 

Getting out of chair, bed 


JUNE, 1952 


Table 8 offers data on the laborer bit 
with lighter work, and here again tie 
correlation between the definite job «s- 
signment and the production of sym»- 
toms is very slight, if it exists at all. 


TABLE 8.—Labor, Light 


Lifting, bending, twisting 
Swinging children 
Playing ball 

Shoveling snow 

Moving furniture 
Chiropractic treatment 
During pregnancy 


TABLE 7.—Labor, Medium and Heavy 


Gradual 

Lifting at work 

Lifting at home 

Getting up from chair 
Pulling heavy chain 
Coughing while shaving 
Driving truck 

Chair pulled out from under 
Slipping at work 

Slipping at home—ice, etc 
Falling at work 

Gardening 

Motor accident 
Chiropractic treatment 
Playing ball 

Load of cement fell on him 


It will be noted that there were 15 with 
gradual onset, lifting at work, 13, but 
lifting at home, 10. There were 5 who 
slipped at work, but there were 11 who 
slipped at home. Of the whole group of 
72 there are relatively few who could trace 
their disability directly to their type of 
work. Or, if they did and their disability 
were carefully analyzed, it may be found 
that their disability was not incurred 
while doing their regular work. An 
example of this is an employee who does 
heavy steamfitting. At one time he 
and three others were removing a 
heavy grate from a furnace, this grate 
weighing about 400 pounds. Suddenly 
the three other men let go of the 
grate, leaving this man holding the entire 
weight by one corner. He had suddeii, 
acute pain in the back, and the disc 
syndrome developed. Certainly his regii- 
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lar work did not produce his pain, but 
this accident, which was an _ unusual 
strain, did so. Another example is pro- 
vided by a man who lifted a manhole 
cover. He had no disability while lifting 
the cover, but in a foolish move he at- 
tempted to flip the cover like a tiddly- 
wink to his fellow worker; sudden, acute 
yain in the back was the result. 


TABLE 9.—Selling 


Cradual 

Moving machinery 
lalling off horse 
Motor accident 

Lifting 

lun over by bulldozer 
Driving car 

|.urching on bus 


Here again, practically all of these are 
without relation to the patient’s job as 
a salesman. 


TABLE 10.—F arming 


Recurrent lifting 

Gradual 

Riding tractor 

Sudden lifting (hay, etc.) 
Falling (corn crib, hayloft) 
Slipping 

Picking corn 


This group shows somewhat closer cor- 
relation between the strains of occupation 
and the disc syndrome. Most of them have 
some definite relation to jobs done about 
the farm. 

The professional group includes doc- 
tors, ministers, laboratory technicians, 
lawyers, chemists and nurses. 


TABLE 11.—Professional Work 


Slipping or falling 
Athletics (football, baseball, golf) 
Diving, doing flipfiop 
Painting own office 
T. in A 


Here again, most of the patients noted 
the onset of symptoms after doing some- 
thing that was not a part of their pro- 
fessional activity. 
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It will be remembered that 29 patients 
were listed as psychoneurotic. An analysis 
of these by occupation may be of value. 


TABLE 12.—Analysis of Psychoneuroses 
by Occupation 
Housewife 
Laborer 
Office worker 
Trainman 
Salesman 
Street car conductor 
Factory worker 
Minister 


The percentage of psychoneurotic per- 
sons is approximately the same in the 
various groups. It is the psychoneurotic 
patient who presents the greatest diffi- 
culties in the way of differential diagnosis 
and, of course, treatment. It is this group, 
particularly, that should not be subjected 
to operation. 


SUMMARY 


Three hundred and thirty-two cases of 
the “disc syndrome” are reviewed, with 
special reference to the relation between 
occupation and the onset of symptoms. 
There are always a few cases in which 
a definite causal relation can be traced, 
but in the great majority there is no 
definite connection. Rather, it is sudden 
lifting, bending, twisting, falling, etc., on 
the part of persons who ordinarily do not 
perform these motions, that produces the 
typical disc syndrome. 


RIASSUNTO 


Vengono passati in rassegna 332 casi 
di sindrome discale con speciale riguardo 
alla relazione fra il tipo d’occupazione e 
l’insorgenza dei sintomi. Pochi sono i casi 
in cui pud essere messa in evidenza una 
ben definita relazione causale, mentre 
nella grande maggioranza dei casi cid é 
impossibile. Piuttosto é l’improvviso sol- 
levarsi, curvarsi, torcersi, cadere su parti 
che ordinariamente non compiono tali 
movimenti, che produce la tipica sindrome 


discale. 
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RESUMEN 


Se revisan 332 casos del “sindrome del 
disco’’, con especial referencia a la relacién 
entre la ocupacién y el comienzo sintoma- 
tolégico. Siempre existen algunos casos en 
los que puede sefialarse una relacién caus- 
al definida, pero en la gran mayoria no 
existe dicha relacién. La stbita incorpo- 
racién, encorvamiento, rotacion, caida, 


etc. en personas que ordinariamente no 
efectian estos movimientos, es lo que 
produce preferentemente el 
tipico del disco. 


sindrome 


SUMARIO 


Sao revistos trezentos e trinta e dois 
casos de “sindrome do disco,” com especial 
referencia a relacéo entre a profissao e o 
inicio dos sintomas. Ha sempre uns poucos 
casos nos quais a relacéo causal definitiva 
pode ser tracada, mas, na grande maioria 
nao ha conexao nitida. E’, sobretudo, um 
levantar subito, uma inclinacéo, torsao, 
quéda etc. da parte de pessdas que ordi- 
nariamente nao executam esses movi- 
mentos que produzem o “sindrome do 
disco” tipico. 


JUNE, 1352 
RESUME 


On passe en revue 332 cas du syndréme 
discal eninsistant sur la relation entre le 
début de la maladie et l’occupation du 
sujet. Certains cas peuvent étre retracés 
a unecause précise, mais dans la plupart 
des cas il n’y a pas de corrélation. Le syn- 
drome discal suit un mouvement brusque 
de flexion, de torsion ou de chite, chez des 


sujets inhabitués 4 ce mode d’exercices. 


ZUSAM MENFASSUNG 


Es werden 323 Faelle von “Zwischen- 
wirbelscheiben -Syndrom” unter _beson- 
derer Beruecksichtigung der Beziehung 
zwischen Berufstaetigkeit und Auftreten 
der Symptome besprochen. Es wird im- 
mer einige Faelle geben, in denen sich 
eine sichere Kausalbziehung nachweisen 
laesst, in der grossen Mehrzahl der Faelle 
aber besteht keine bestimnite Beziehung. 
Im Gegenteil, das typische ‘“Zwischen- 
wirbelscheiben-Syndrom” entsteht durch 
ploetzliches Heben, Beugen, Verrenken, 
Fallen usw. gerade bei solchen Personen, 
die im allgemeinen derartige Bewegungen 
nicht ausfuehren. 


Shore Drive, Chicago 10, Illinois. 


Reservations 
for hotel accommodations, etc., for the Seventeenth Annual Assembly of the 
United States and Canadian Chapters to be held in Chicago in September, may 
be obtained through the Secretariat, International College of Surgeons, 1516 Lake 
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Postcholecystectomy Syndrome Treated by 
Vagotomy 


E. P. COLEMAN, M.D., F.A.CS., F.I.C.S., anp 


cholecystectomy syndrome are terms 

used to define a variety of conditions 
tliat may follow cholecystectomy. They are 
associated with a number of conditions, 
aad treatment varies with the cause. Our 
experience with a small number of cases 
i: which this syndrome was treated by 
vagotomy has been such that we feel it 
nay be a useful addition to the procedures 
commonly employed, provided no other 
pathologic change can be found to account 
for the symptoms. 

Since Sanders in 1930 reported 84 per 
cent of good results in 500 cholecystec- 
tomies, others have published results of 
their work, showing satisfactory results 
varying from 80 to 90 per cent. These 
figures are in accord with the experience 
of surgeons throughout the country. The 
unsatisfactory results need to be re- 
checked from time to time, because the 
problems they present may at times be 
avoided or may be corrected if the under- 
lying pathologic conditions are under- 
stood. 

In examination of 487 cholecystecto- 
mies in our own practice during the past 
ten years, in which we were able to ob- 
tain a follow-up report, good results have 
been obtained in 433 cases (87.3 per 
cent), with persistence of some type of 
symptoms in 54 cases (12.7 per cent). 
In addition, there have been 14 other cases 
in which there were symptoms necessi- 
tating reoperation, the primary procedure 
having been done elsewhere. This group 
of cases, 68 in all, comprises those patients 
whose continuing symptoms give the im- 


dyskinesia and the post- 
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pression to the public (and to the medical 
profession as well) that cholecystectomy 
is not the certain cure for gallbladder dis- 
ease that many surgeons consider it. 

Our own observations, which are quite 
in line with the numerous published re- 
ports, indicate that patients of this type 
have symptoms which are characterized 
by continuation of their preoperative 
complaints, since they have had little or 
no relief as a result of surgical interven- 
tion or have developed new symptoms of 
greater severity thereafter. 

Clinical Manifestations.— The symp- 
toms may vary from typical gaseous in- 
digestion to recurring episodes of pain 
severe enough to require opiates. An oc- 
casional case of true dyskinesia is ob- 
served, in which the pain is made worse 
by morphine and is relieved by nitro- 
glycerine. The latter seems to occur espe- 
cially in the patient whose gallbladder 
has been removed on the basis of what 
appear to have been inadequate indica- 
tions and the pathologist’s report, when 
obtainable, has revealed no evidence of 
disease. To us this emphasizes the im- 
portance of accurate and careful diag- 
nosis. The average patient will have only 
mild attacks of pain and discomfort, so 
that only the patient whose attacks are 
severe or unusual will consent to further 
surgical treatment. The chief condition for 
which the patient consents to operation or 
insists upon it is severe and recurrent 
attacks of abdominal pain. 

Types of Lesion Producing Symptoms. 
—tThe conditions that produce postoper- 
ative symptoms make classification rather 
difficult. Jennings, in a recent paper be- 
fore the Western Surgical Association, re- 
ported that in 30 per cent of his cases 
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of cholecystectomy positive cultures were 
obtained from the bile, and when vaccines 
were prepared from these cultures 78 per 
cent of the patients manifested allergic 
cutaneous reactions to the vaccines. He 
suggested that an allergic factor is re- 
sponsible for this syndrome in many in- 
stances. Womach has demonstrated trau- 
matic neuromas around the common duct 
after cholecystectomy and has suggested 
this as the underlying pathologic source of 
the trouble. Peterson has reported post- 
cholecystectomy pain and colic for which a 
remnant of the cystic duct was respon- 
sible. Warren Cole has reported 2 cases 
in which anomalies of the sphincter of 
Oddi produced gallbladder-like symptoms 
that were relieved by correction of this 
condition. 
What is probably the commonest and 
certainly the most important condition 
producing these symptoms is the presence 
of stones remaining in the bile ducts. 
Various surgeons have reported figures 
varying from 10 to 30 per cent of com- 
mon duct stones observed during chole- 
cystectomy. It is probable that the com- 
mon duct should be opened and explored 
in patients with a history of previous 
jaundice, as well as those who are jaun- 
diced at the time of operation, those who 
have small stones in the gallbladder with 
a rather large cystic duct, those in whom 
the common duct seems enlarged, and 
those in whom the presence of stones or 
a suggestion of their presence may be 
found upon careful digital examination 
should also be carefully examined. Even 
when a common duct exploration is under- 
taken by surgeons who are experienced 
and skilled in this type of work, a definite 
number of instances will occur in which 
stones are overlooked. These are some- 
times impacted near the ampulla behind 
the duodenum, where it is difficult to feel 
them and where the probe will pass them. 
In addition, there are stones which have 
worked up into the hepatic ducts and are 
inaccessible at the time of operation. 
Although there are circumstances beyond 
the surgeon’s control in which stones may 
be present and impossible to locate, it is 
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our opinion that most stones remainin- 
in the common duct are those in which 
the duct was not opened, the stones not 
looked for, and no examination made fcr 
them. 

Another condition that should be pre- 
ventable is the presence of a remaining 
bit of gallbladder, when for one reason 
or another a complete cholecystectomy 
was not done or a large cystic duct was 
left which has dilated over a period of 
time. This may contain stones which were 
overlooked at the time of the original 
operation, or stones may have developed 
later. Since this is not an infrequent cause 
of symptoms, it is most important that 
the surgeon doing a _ cholecystectomy 
should see to it that very little of the 
cystic duct is left. It should be ligated 
as near its junction with the common duct 
as possible without in any way encroach- 
ing upon the lumen of the common duct. 
This calls attention to a fact that is gen- 
erally known but not always employed, 
that is, the importance of isolating the 
cystic duct and artery, ligating them 
separately, and doing it under adequate 
and careful exposure. This can be done 
if an ample incision is used and adequate 
exposure obtained, no matter how obese 
the patient may be. 

Food allergy has accounted for the 
syndrome in a few cases, with a repeti- 
tion of severe gallbladder-like attacks of 
colic. We have had only 1 case of this 
type and quite by accident found that this 
terrific colic, for which we had removed 
a gallbladder with stones and later had 
drained a normal common duct without 
benefit, could be avoided entirely if the 
patient discontinued the use of veal in her 
diet. 

Some of the less common conditions 
complicating gallbladder disease and r- 
sponsible for some of the postoperative 
symptoms are diaphragmatic herni:. 
chronic pancreatitis (which is more often 
overlooked than diagnosed) and, occi- 
sionally, a low-lying duodenal ulcer, which 
may produce similar symptoms. 


Personal Experiences.—In this grou) 


of 68 cases, in which the postoperative 
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results ranged from very mild complaints 
to definitely severe. symptoms, the follow- 
ing conditions were noted: 

1. There were 24 patients with rela- 
tively mild symptoms, which, however, 
caused the patients to complain and to 
feel that the results were not completely 
satisfactory. With few exceptions these 
oecurred in rather obese persons who were 
‘ond of eating and to whom any dietetic 
-estriction was a definite hardship. Some 
ad become considerably overweight after 
an initial period of good results, and their 
symptoms were largely dietetic. These 
vere controlled fairly well by attending 
‘0 adequate elimination, by restricting 
‘ood intake (when they would cooperate) 
and by recognition of the fact that their 
complaints were not of any major con- 
sequence. In this group there were several 
of the neurotic type, inclined to worry 
and very much inclined to magnify minor 
symptoms. None of these received subse- 
quent surgical treatment, and none of 
them had complaints of any magnitude. 
Banthine was used for a few of these, 
with no positive results. 

2. There were 12 cases in which re- 
operation was necessary for common duct 
stones, 4 of them on two occasions each. 
It is our practice in these cases to explore 
the common duct and, whether or not 
stones are found, to insert a T-tube, inject 
it with an opaque medium (diodrast) and 
have roentgenograms taken with the pa- 
tient on the table. We now do this almost 
routinely whenever a common duct is ex- 
plored and occasionally by this means are 
able to locate a stone we would otherwise 
have overlooked, usually in the region of 
the ampulla. 

38. In 5 cases there was a large gall- 
bladder remnant, 3 of them containing 
a stone. Removal of these five remnants 
produced complete symptomatic relief. 

4. There were 3 cases in which the pa- 
tient had been told that the gallbladder 
had been entirely removed. According to 
the history no drainage had been used, 
and yet in these 3 patients with rather 
severe symptoms the gallbladders were 
found to be present and intact, 2 of them 
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empyematous and 1 containing many 
stones. 

5. Four patients were found to have 
pancreatitis, with a sufficient amount of 
thickening of the head of the pancreas to 
produce biliary symptoms. 

6. There were 2 patients who were sub- 
sequently found to have diaphragmatic 
hernias not discovered at the time of the 
original operation. This again calls at- 
tention to the fact that every major pro- 
cedure should be accompanied by careful 
exploration to determine other possible 
causes of symptoms. 

7. In 6 cases there were additional 
pathologic conditions overlooked at the 
time of the original operation. In 3 of 
these there were stones in the right kid- 
ney; in 1, a duodenal diverticulum, and 
in 2, definite pelvic disease which had 
probably been the sole cause of symptoms. 

8. In 6 cases with recurrence of symp- 
toms, the final outcome revealed abdominal 
malignant disease not discovered or pos- 
sibly not present at the time of the 
original operation. One of these patients 
had carcinoma of the right kidney, as was 
demonstrated at autopsy after we had re- 
moved a nonfunctioning gallbladder con- 
taining stones and after a gastroenteros- 
tomy elsewhere. One carcinoma of the 
colon, 1 of the pancreas, and 3 of the stom- 
ach had presumably been overlooked at 
the time of the original operation. This 
report, of course, does not include malig- 
nant change discovered during the orig- 
inal surgical procedure. 

9. There was 1 case of food allergy due 
to the use of veal. 

10. In the 5 remaining cases in this 
series the patients were treated by vago- 
tomy, and it is principally these that I 
wish to discuss. 

Anatomy of Nerves Supplying the Com- 
mon Duct.—Recently Royster and his as- 
sociates, studying the anatomy of the 
biliary tract, emphasized the following 
points: the sympathetic and parasym- 
pathetic nerves follow common pathways 
on their course to the biliary tract and 
the proximal duodenum and are joined 
by two branches coming directly from the 
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vagi. There is free anastomosis between 
‘the right-sided and left-sided nerve trunks 
of the two systems. Straus and Hambur- 
ger studied the vagus reflex phenomenom 
and found it responsible for associated 
cardiac irregularities in cases of gallblad- 
der and duodenal disease. 

Probable Cause of Dyskinesia. — The 
theory of the causation of biliary dys- 
kinesia which has the most general ac- 
ceptance is that which relates it to spasm 
of the sphincter of Oddi. The resulting 
back pressure on the biliary tree produces 
colic, this sometimes being secondary to 
inflammatory changes in the head of the 
pancreas. The possibility of some change 
in the nerve supply of the sphincter has 
been considered, and methods have been 
used to relax it. The one most commonly 
employed is the use of nitroglycerin, 
which does frequently abort attacks of 
gallbladder pain if taken early. 

Westphal has observed that in guinea 
pigs moderate stimulation of the vagus 
below the diaphragm contracted the gall- 
bladder and relaxed the sphincter of Oddi, 
while strong stimulation caused violent 
gallbladder contraction and a spasm of 
the sphincter. 

Operations on the nerve supply have 
been tried by a few. Lagerlof in 1947 re- 
ported good results from sectioning the 
nerves in the hepatoduodenal ligament. 
Rash in 1940 did this operation and found 
that it lowered pressure in the common 
duct from 125 mm. to 85 mm. Injections 
of morphine caused the pressure to rise 
to 220 mm., but it quickly returned to 
85 mm., which, Rash concluded, was the 
residual pressure due to the tone of the 
duodenum. Lagerlof reported 30 cases, in 
two years, of biliary dyskinesia following 
cholecystectomy and some of biliary colic 
in patients with seemingly normal gall- 
bladders. He sectioned the nerves of the 
duodenal ligament in some of these cases, 
basing his diagnosis of biliary dyskinesia 
on colic with pain produced by morphine, 
relieved by nitroglycerine and with a nor- 
mal roentgen picture in the stomach, 
duodenum and colon, with no bile in the 
urine and no jaundice. His procedure of 
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choledochodenervation gave surprising] 
good results in 7 of 8 cases for a time. I) 
6 of these, however, pain recurred afte: 
several months, though it was less severe. 
He concluded that this operation has rela- 
tively little valle. Womach and his grou} 
have expressed the opinion that the de- 
velopment of neuromas above the cystic 
duct may be a factor in producing pain 
of this type and have obtained good re- 
sults by denervectormy. Others have failed 
to obtain these results. Both Lester Drag- 
stedt and George Crile Jr., in personal 
communications, have stated that they 
have performed vagotomy on a few pa- 
tients with the postcholecystectomy syn- 
drome in cases in which injection of the 
biliary tree through a T-tube failed to re- 
veal any pathologic change. 

Experiences with Vagotomy.—We wish 
to report the cases of 5 patients on whom 
vagotomy was done and to consider the 
results of this procedure in a selected 
group. Three of these patients had prac- 
tically identical symptoms and can be 
described together. All 3 had undergone 
cholecystectomy elsewhere, with persist- 
ence of colicky pain. The episodes of pain 
were frequent and severe enough to pro- 
duce real di8ability. After careful investi- 
gation we were of the impression that all 
three of these gallbladders were removed 
as a result of inadequate study and prob- 
ably with very little pathologic change 
present in the gallbladder. Owing to the 
persistence of symptoms, each one was ex- 
amined by roentgen ray and proved to 
have a duodenal deformity, the roentgen- 
ologist in each case making a positive 
diagnosis of duodenal ulcer. Surgical in- 
tervention was advised to relieve the 
symptoms, and vagotomy was contem- 
plated on the basis of the diagnosis of 
ulcer. At operation there were some ad- 
hesions about the duodenum from th 
previous cholecystectomy, but no evidenc« 
of ulcer. As the operation was undertaker 
at this time with the intention of doing 
a vagotomy for the relief of ulcer symp. 
toms, and as the duodenum was founc 
adherent, the vagotomy was done first anc 
was followed by more careful examina. 
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tion of the duodenum itself, with complete 
absence of anything to indicate the pres- 
ence of ulcer. All 3 of these patients made 
a normal recovery, with complete relief 
from their colicky pain. These 3 have re- 
mained well until the time of writing and 
are entirely symptom free. The remain- 
ing 2 patients were first operated on by 
our group. One had a diseased gallbladder 
with stones; a cholecystectomy was done, 
yut the common duct was not explored 
it this time. The patient continued to 
ave intermittent attacks of pain, and it 
vas felt certain that common duct stones 
had been overlooked. Reoperation was 
performed; the common duct was opened 
and explored, but no pathologic manifes- 
tations were found. A T-tube was inserted 
and drainage instituted. The patient’s 
symptoms were relieved as long as the T- 
tube was present. As soon as it was re- 
moved the symptoms begun to recur with 
increasing severity. The common duct was 
opened the second time and injected with 
diodrast; no stones were visualized. After 
this a vagotomy was done; the patient’s 
symptoms again were relieved, the T-tube 
was removed—this time in ten days—and 
the patient has continued to remain symp- 
tom free for more than three years. The 
fifth patient, also operated on by us the 
first time, had a gallbladder with stones 
and definite stones in the common duct. 
These were removed and the common duct 
was drained. The patient made a good re- 
covery from the operation, but shortly 
after the T-tube was removed the symp- 
toms recurred. None of these symptoms 
were associated with jaundice; they were 
simply severe attacks of colicky pain re- 
quiring large doses of morphine for relief, 
being made worse by small doses of mor- 
phine. As the patient in the fourth case 
reported had recently shown satisfactory 
results from vagotomy, this last patient 
was reoperated on and the common duct 
explored. No pathologic condition was 
observed, though the investigation in- 
cluded roentgen visualization of the biliary 
tree. A vagotomy was then done, and 
after removal of the T-tube the patient’s 
symptoms disappeared. The _last-men- 
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tioned operation was done over two years 
ago and the 4 preceding ones three and 
four years ago. Since all 5 of these pa- 
tients had a great deal of distress, with 
remarkable relief after vagotomy and 
without anything in the common duct or 
duodenum to which the symptoms could 
be ascribed, we are of the opinion that all 
5 had biliary dyskinesia and that-in _— 
cases vagotomy was beneficial. 

Our feeling is that one should, by care- 
ful diagnostic measures, see to it that a 
patient who is to be subjected to surgical 
treatment of the gallbladder is carefully 
examined to make sure that real indica- 
tions for intervention are present. At 
the time of operation a careful removal 
of the gallbladder should be performed, 
leaving as little as possible of the cystic 
duct and ligating the duct and the artery 
separately. Also, any questionable common 
duct should be explored, with use of the 
indications previously mentioned. In the 
event that symptoms persist and last for 
a long enough time to justify reoperation, 
the most probable cause is the presence 
of residual stones in the common duct or 
an enlarged cystic duct, either of which 
should be treated surgically. But in the 
event that neither of these conditions is 
present and no other pathologic change, 
such as chronic pancreatitis, can be lo- 
cated to account for the symptoms, the 
use of vagotomy in the occasional islolated 
case of this type may give great relief 
to the patient and corresponding comfort 
to the surgeon. 


SUMMARY AND CONCLUSIONS 


1. Biliary dyskinesia is not infrequent 
in occurrence, and it requires the most 
careful consideration as to diagnosis and 
treatment. 

2. Many patients with this syndrome 
can be cared for and relieved by medical 
treatment. 

In the authors’ opinion, cholecystectomy 
should be done only for definite disease of 
the gallbladder. When the patient is sub- 
jected to operation, careful removal is 
imperative. 
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4. In the event that symptoms persist 
and last long enough to justify reopera- 
tion, the most probable cause of pain will 
be overlooked ‘stones in the common duct, 
an enlarged remnant of the cystic duct, 
or other pathologic conditions overlooked 
at the time of operation. 

5. The authors are convinced that, in 
cases of the true postcholecystectomy syn- 
drome due to biliary dyskinesia, vagotomy 
may be necessary to relieve the patient. 


SUMARIO E CONCLUSOES 


1. A disquinesia biliar é de nao infre- 
quente occurrencia e requer a mais cui- 
dadosa consideragaéo para diagnose e tra- 
tamento. 

2. Muitos pacientes com este sindrome 
podem ser tratados e aliviados por trata- 
mento medico. 

3. Na opiniao do autor, a colecistec- 
tomia deveria ser somente praticada por 
definida enfermidade da vesicula biliar. 
Quando o paciente é submetido a operacao, 
cuidadosa exerése é imperativa. 

4. No evento de que os sintomas per- 
sistam e durem bastante para justificar 
re-operacao, a mais justificavel causa de 
sera esquecida-calculos no coledoco, 
céto grande de canal cistico, ou outra 
condigéo patologica nao verificada por 
ocasiao da operacaéo. 

5. Os autores estao convencidos de que, 
em casos de verdadeiro sindrome post- 
cholecystectomia devido a _ disquinesia 
biliar, a vagotomia pode ser necessaria 
para aliviar o paciente. 


RESUMEN 


1. La disquinesia biliar no es infre- 
cuente y requiere la mas cuidadosa con- 
sideraciOn respecto a su diagndéstico y 
tratamiento. 

2. Muchos pacientes de la misma 
pueden atenderse y aliviarse médicamente. 

3. El autor opina que la colecistectomia 
debe hacerse solamente en casos de cole- 
cisto definitivamente patol6gico. Es im- 
perativa la extirpaci6n cuidadosa. 

4. En caso de persistir los sintomas lo 
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bastante para justificar la reoperacion, 
debera examinarse la causa mas probable: 
colelitos en el colédoco, un remanente 
dilatado del cistico u otras condiciones 
patol6gicos inadvertidas al operar. 

5. El autor esta convencido de que la 
vagotomia puede ser necesaria para 
aliviar al paciente, en casos del verdadero 
sindrome postcolecistectomia por dis- 
quinesia biliar. 

RESUME 


1. La dyskinésie biliaire est assez fré- 
quente et demande une attention particu- 
liére dans le diagnostic et son traitement. 

2. Plusieurs patients affligés de cette 
maladie peuvent étre traités avec succés 
par un traitement médical. 

3. L’Auteur est d’avis que la cholécy- 
stectomie ne devrait étre pratiquée que 
dans des cas bien établis. Si le sujet re- 
quiert un traitement chirurgical, la cho- 
lécystectomie s’impose. 

4. Dans le cas de récidive qui justifie 
une nouvelle intervention, on néglige 
souvent la cause réelle du malaise, un 
calcul dans le cholédoque, une persistance 
d’un calcul cystique ou d’autres causes 
ignorées lors de la premiére opération. 

5. Les auteurs sont convaincus qu’il 
faut pratiquer une section du vague pour 
soulager le patient qui souffre aprés une 
cholécystectomie, opération indiquée dans 
le syndrome de dyskinésie biliaire. 


CONCLUSIONI RIASSUNTIVE 


1. Le discinesie biliari sono di fre- 
quente osservazione e richiedono lo studio 
pid’ accurato sia dal punto di vista diag- 
nostico che da quello terapeutico. 

2. La maggior parte dei pazienti affetti 
da tali sindromi possono essere trattati 
con successo con cure mediche. 

3. E’ opinione dell’Autore che la cole- 
cistectomia debba essere praticata solo per 
ben definite colecistopatie. Quando poi il 
paziente sia sottoposto all’intervento é 
necessaria la pili accurata asportazione 
dell’organo. 

4. Se in seguito i disturbi persistano 
al punto da giustificare un reintervento, 
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debbono essere cercate attentamente le 
cause pil’ probabili-del dolore: calcoli del 
coledoco, un moncone cistico dilatato, o 
altri stati patologici sfuggiti al momento 
del primo intervento. 

5. Gli Autori sono convinti che, nei 
casi in cui i disturbi che seguono la cole- 
cistectomia siano dovuti ad una discinesia 
biliare, la vagotomia sia necessaria per 
recare giovamento al paziente. 


ZJSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Die Dyskinesie der Gallenwege ist 
kein seltenes Vorkommnis und erfordert 
hinsichtlich der Diagnose und Behandlung 
sorgfaeltigste Beachtung. 

2. Viele Kranke mit diesem Symp- 
tomenkomplex koennen auf medizinischem 
Wege behandelt und gebessert werden. 

3. Nach Ansicht des Verfassers sollte 
eine Gallenblasenresektion nur bei deut- 
licher Erkrankung der Gallenblase erfol- 
gen. Kommt es zur Operation, so ist eine 
sorgfaeltige Resektion unerlaesslich. 

4. Sollten die Symptome weiterhin und 
lange genug bestehen bleiben, um eine 
Nachoperation zu rechtfertigen, so werden 
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die wahrscheinlichsten Ursachen fuer die 
Schmerzen uebersehen werden, naemlich 
Steine im Ductus choledochus, ein er- 
weiterter Rest des Ductus cysticus oder 
andere Erkrankungen, die zur Zeit der 
Operation der Aufmerksamkeit entgangen 
waren. 

5. Die Verfasser sind ueberzeugt, dass 
in Faellen eines echten durch biliaere 
Dyskinesie bedingten nach Gallenblasen- 
resektion auftretenden Syndroms eine 
Vagotomie zur Heilung des Kranken er- 
forderlich ist. 
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Edttorials 


Surgical Publications 
Their Significance and Dissemination 


MORRIS FISHBEIN, M.D.* 
CHICAGO 


committee was established to pre- 
pare a list of the leading medical 
journals of the world and to indicate 
suitable abbreviations for use in periodi- 
cal references. For some years I have 
served also on a committee appointed by 
the Division of Medical Sciences of the 
National Research Council in the United 
States, to study the medical literature of 
the world and to consider the possibility 
of preparing an adequate index for use 
by investigators and clinicians. 
Apparently there are about 4,000 medi- 
cal journals now published, and at least 
2,500 more of interest to physicians. 
Some 600 of these journals are devoted 
to surgery. The surgical journals, like 
other periodicals in the field of medicine, 
may be classified into groups according to 
their nature and the purposes that they 
serve. Some surgical journals serve or- 
ganizations in the field of surgery and in- 
clude in their contents the proceedings of 
these organizations, including the papers 
read before their scientific sections, the 
proceedings of their assemblies or dele- 
gate bodies, editorials which endeavor to 
influence the opinions of surgeons on vari- 
ous subjects, news, obituary notices and 
abstracts of articles in other medical and 
surgical publications. Some periodicals 
are devoted wholly to the results of re- 
search in surgery, including the basic 
sciences and the laboratories of experi- 
mental surgery. Still other publications 
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are devoted to clinical or practical articles 
dealing with technic and statistical studies 
reflecting surgical practice. Estimating 
that most surgical journals appear 
monthly and that they average five ar- 
ticles each month, and that the general 
medical periodicals average one-fifth 
articles of surgical interest, one arrives 
at the amazing figure of some 45,000 
articles on surgery published each year. 
I doubt that even a surgeon with a small 
practice could find time for all these 
publications. 

As a result of tremendous advances 
now made in every branch of medical 
science, surgery has been subdivided into 
many subspecialties, including brain sur- 
gery, surgery of the eye and of the ear, 
nose and throat, surgery of the thorax, 
dental or stomatologic surgery, plastic 
surgery, abdominal and gastrointestinal 
surgery, gynecology, orthopedic surgery, 
traumatic and industrial and rehabilita- 
tive surgery, urologic surgery, and others. 
Indeed, there are some surgeons today, 
such as Lempert in New York, who seem 
to devote an entire lifetime to one opera- 
tion. Moreover, a new specialty is in 
process of development, which is the sur- 
gery of cancer without special regard to 
the portion of the body involved. 

The difficulty of keeping abreast in the 
literature of surgery is increased by the 
language barrier. Today great surgeons 
are available in most of the countries of 
the world. The leaders attend meetings 
all over the world in order to observe 
the technics of their colleagues. The us” 
of simultaneous translation makes con:- 
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prehension easier. Many of the best tech- 
nics of visual education, including slides, 
motion pictures, charts and diagrams, and 
television, have been developed first for 
use in graduate education in surgery. All 
of these methods were used in this re- 
cent assembly of the International College 
of Surgeons, and they were supplemented 
with excellent exhibits. The surgeon who 
travels about and who attends congresses 
is better able to keep abreast of progress. 

For those who travel little or not at all 
the periodical literature of surgery is in- 
dispensable. The surgeon in the United 
States have available the publications of 
the American College of Surgeons, the 
International College of Surgeons, the 
Archives of Surgery, the Annals of Sur- 
gery, the American Journal of Surgery, 
the Surgical Clinics of North America, 
Surgery, the Yearbook of Surgery, the 
Southern Surgeon, Annals of Western 
Surgery and Medicine, and the Pacific 
Coast Surgeon, as well as periodicals in 
orthopedic, urologic, plastic, neurologic, 
thoracic, ophthalmic, otolaryngologic and 
other branches of surgery. If the surgeon 
is to keep abreast he must read also in 
pathology, physiology, endocrinology and 
many other special fields. Certainly too he 
must be aware of the publications, at least 
the most important ones, coming from 
other countries. 

How does a surgeon pursue a literary 
investigation in any single phase of sur- 
gery? Indexes to medical literature are 
published today in English, Russian, 
Spanish, the Scandinavian languages, 
French, Italian and Japanese. I have gone 
over samples of all of these indexes and 
most of them are quite inadequate. They 
hardly cover the literature of their own 
countries, let alone the literature of the 
world. The first comprehensive index to 
medical literature was the Index Medicus, 
followed by the Index Catalogue of the 
Surgeon-Generals Library, then by the 
Quarterly Cumulative Index Medicus and 
still more recently by the Current Medical 
List. We are working now on a compre- 
hensive monthly index of the medical 
literature of the world, in alphabetic order 
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with at least three cross references to 
articles requiring multiple reference, and 
cumulated semiannually. This may well 
be a combination or evolution from the 
Current Medical List of the National 
Medical Library in the United States and 
the Quarterly Cumulative Index Medicus. 

The leading publications devoted to 
abstracts include the International Ab- 
stracts of Surgery, which is a supplement 
to Surgery, Gynecology and Obstetrics; 
the section on surgery of Excerpta 
Medica, the Washington Institute of Medi- 
cine Abstracts, World Abstracts of Sur- 
gery, published in England, the Year Book 
of Surgery, and some minor publications. 
Similar publications are available in 
French, Spanish, German, and the Scan- 
dinavian languages. Some of these ab- 
stract publications publish indexes, others 
do not. Often the indexes are exceedingly 


late in their appearance and thus of little 


use. 

Abstracts differ greatly in value, de- 
pending on the competence of the ab- 
stractor, his familiarity with the subject 
in general and in particular, his ability 
to evaluate what he reads and determine 
what is important and what is insignif- 
icant, the space available, and many other 
factors. A good abstract should tell most 
of its story in the first sentence. It should 
have a complete reference to the original 
publication, including a proper abbrevia- 
tion of the name of the periodical, the 
year, volume, month, date and inclusive 
pages, and number of illustrations. It must 
tell in the superscription the place where 
the work was done. The reader wants to 
know accurately the numbers of animals 
or human beings involved, the extent of 
the controls, the significant features of the 
technics used, and the results and conclu- 
sions. From such an abstract the reader 
can determine whether or not he wants to 
read the original article and he can then 
secure a photostat, a microfilm, or the 
original periodical if it is available in his 
local library. 

Medical libraries vary throughout the 
world in their scope and facility of use. 
There are hundreds of medical libraries 
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in the United States, varying from those 
which subscribe for fifteen to twenty-five 
periodicals up to the libraries of the New 
York Academy of Medicine and the Amer- 
ican Medical Association, which receive 
more than a thousand periodicals, and the 
National Medical Library, which receives 
more than three thousand publications. I 
have visited medical libraries in most of 
the countries of Europe and of Latin 
America, and there are few indeed which 
receive as many as five hundred medical 
periodicals regularly. 

The situation in surgical publication is 
somewhat complicated today by the pub- 
lication of periodicals by clinics and uni- 
versity groups. In the United States to- 
day one may receive regularly the pe- 
riodicals, largely surgical, issued by the 
Mayo, Crile, Lahey, Jackson, Grace, Acuff, 
and similar clinics; by the Mt. Sinai, St. 
Luke’s, New York, and similar hospitals, 
and by several university clinics. Many 
articles are published two or three times 
in condensed, shortened, and lengthened 
forms. Great Britain offers several publi- 
cations such as those of Guy’s and St. 
Bart’s, and I have seen others in Latin 
America, including Cuba and Mexico. 

Obviously the situation is chaotic and 
likely to become more so. Some of the 
problems are solved by abstracts published 
in four or five languages following each 
article. However, at this very time great 
need exists for some formal body to be 
established to survey the field, particu- 
larly the surgical literature, with a view 
to making it more useful and less expen- 
sive. Recently a meeting of C.C.I.C.M.S., 
now known as C.I.0.M.S., voted to set up 
a committee to study bibliography, index- 
ing and abstracting. The International 
Congress of Pediatrics authorized a meet- 
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ing in October, in which I participated, 
at which arrangements were made to per- 
mit republication of abstracts in such 
countries as Finland, Iceland, and Por- 
tugal, which could not afford abstracting 
publications. Arrangements were made 
for selling at a low price to Italy abstracts 
to be translated into Italian and used in 
Italian pediatric publications. Dr. Bosch- 
Marin of Madrid is working out a similar 
procedure for pediatrics in Spain. 

With the aid of grants from the Na- 
tional Cancer Institute and the American 
Cancer Society in the United States, 
Excerpta Medica, published in English in 
Holland, will bring forth shortly a month- 
ly section devoted wholly to abstracts in 
the field of cancer. 

The International College of Surgeons 
has already done more to promote inter- 
national cooperation in the advancement 
of surgery and in the extension of high 
standards of surgery throughout the 
world than has heretofore been accom- 
plished by any other agency. Its appeal 
has been to surgeons of every nation, 
race, creed and color, to participate in its 
sessions and in its work, and to derive 
the advantages that if offers for spreading 
knowledge and for graduate education. 
The International College of Surgeons has 
rightly established the principle that the 
advantages of international cooperation 
may be shared mutually and equally by all 
qualified men of good morals and scien- 
tific motivations. The opportunity is now 
available for the International College of 
Surgeons to assume leadership in con- 
sidering the steps necessary to secure 
wider dissemination of surgical informa- 
tion coming from all the countries of the 
world to all the countries of the world 
in as efficient and economical a manner as 
possible. 
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Some Recent Surgical Advances 


CUSTIS LEE HALL, M.D., F.A.C.S., F.1I.C.S.* 
WASHINGTON, D. C. 


States, Major General George E. 

Armstrong, has recently issued an 
Abstract of Orthopedic Surgery for 1948, 
vhich combines the abstracts of 1,150 
articles compiled under the editorship of 
Colonel Bolebaugh with Dr. Alfred Shands 
as chief editor. This was done because dur- 
ing the summer of 1949 the Archives of 
Surgery would no longer publish the 
progress of orthopedic surgery in its 
present form, and the American Academy 
of Orthopedic Surgeons had decided to 
discontinue its preparation of a similar 
progress. 

Due credit should be given to the Sur- 
geon General of the Army and his editors 
and personnel in the production of this 
excellent volume. 

1. Poliomyelitis. — Publication of the 
work of Biesalski and Mayer has stimu- 
lated attention to surgical technic in the 
correction of paralytic tendons, namely, 
the transplantation of strong tendons to 
replace those of paralyzed muscles. The 
procedure is divided into three distinct 
parts: (1) release or correction of con- 
tractures; (2) stabilization of joints, and 
(3) reestablishment of muscle balance by 
tendon or fascial transplant. 

Examples of these are as follows: 1. 
Relaxation of the tendon of Achilles, best 
done by open extension operation. 2. Cor- 
rection of flexion deformities of the knee 
by relaxation of the hamstring tendons 
or the capsule of the knee. 3. Osteotomy 
of the femur (if desired) or correction 
of the back knee or genu recurvatum by 
the well-known operation of Bruce Gill, 
which consists of the construction of a 
powerful posterior back ligament. 4. Re- 
lease of flexion contracture of the hip and 
correction of the fixed obliquity of the 
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pelvis, as devised by Leo Mayer. 5. Im- 
provement of paralytic scoliosis. by the 
turnbuckle plaster jacket devised by Hibbs 
and Risser, which has been lately super- 
seded by corrective braces, such as the 
Blount apparatus. 6. Fusion of the spine 
by means of cancellous bone, which will 
survive in situ and is consolidated more 
rapidly than were the cortical grafts pre- 
viously used. 

Procedures are done about the hip, 
especially for recurrent paralytic dislo- 
cation. With weak hip muscles but with 
intact abdominal muscles, fusion of the 
hip is indicated. 

The wrist fusion operation according 
to the method of Abbott will stabilize 
the hand. A wedge graft is used between 
the first and second metacarpals for the 
paralysis of opposing muscles of the 
thumb. 

About the elbow the operation devised 
by Steindler, which consists of an up- 
ward shift of the muscles of the forearm 
from the medial condyle, has been suc- 
cessfully used. This operation improves 
elbow flexion. 

The most common and necessary oper- 
ation for paralysis of the foot is triple 
arthrodesis. Much more accurate and 
permanent results are obtained by trans- 
fixion of the excised joints with three 
transfixion pins and plaster cast, as de- 
veloped by John Royal Moore. 

In January 1948, C. E. Irwin! of Warm 
Springs, Georgia, emphasized the fact that 
the iliotibial band, with its allied struc- 
tures, is probably the greatest deforming 
factor in involvement of the lower ex- 
tremities and the lower part of the trunk 
after infantile paralysis. Contracture of 
this band on one side may contribute 
directly or indirectly to the following de- 
formities: (1) flexion and abduction con- 
tractures of the hip; (2) contracture of 
the thigh in external rotation; (3) genu 
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valgum; (4) knee flexion deformity and 
external torsion of the tibia; (5) varus 
deformity of the foot; (6) pelvic obliquity, 
and (7) exaggerated lumbar lordosis. 

Conservative measures are of no value, 
and a Soutter fasciotomy is condemned 
because the contracture is not of muscles 
but of fascia and intermuscular septums. 
The procedure of choice is to attach the 
offending structures both proximally and 
distally to the hip by Ober fasciotomy, 
the iliotibial band or the Yount fasciot- 
omy. Complete correction is not attempted 
at the time of operation, but, postoper- 
atively, further correction is secured by 
application of a circular plaster bandage. 
Unilateral conditions also require skeletal 
traction. 

Operation for paralysis about the 
shoulder joint has produced several meth- 
ods for the treatment of dropped shoulder, 
as described by Ernst Spira® of Tel Aviv, 
Palestine. His purpose is twofold: (1) 
fixation of the scapula to the thorax, and 
(2) correction of the pathologic posture 
of the head. 

Three different methods were developed 
by Dr. Spira in fixing the scapula to one 
of the ribs: (1) partial resection of the 
fifth rib and attachment of the scapula 
to the sixth rib by wire loops; (2) split- 
ting the lower border of the scapula so 
as to allow it to rest on the sixth rib, 
and (3) passing the rib through a hole 
bored in the lower portion of the scapula. 
The second and third methods have given 
the most satisfactory results. 

In January 1949, Paul Harmon® of 
Oakland, California, described extensive 
reconstruction of the paralytic shoulder. 
By using multiple transplants he obtained 
results that were considered superior to 
those obtained by arthrodesis of the 
shoulder joint. 

Thomas, Thompson and Straub,‘ in an 
attempt to correct the limp due to abduc- 
tor paralysis, transplanted the entire ex- 
ternal abdominal oblique muscle to the 
greater trochanter. This method provided 
active abductor power for the thigh when 
the gluteus medius and the gluteus mini- 
mus were paralyzed. The “abductor limp” 
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was not completely eliminated in any ot 
27 operations on 25 patients, although 
all showed some improvement in abductor 
power. 

In an effort to conserve the time oi 
patients and workers and avoid waste oi 
personal and institutional funds, Low- 
mans of Los Angeles recommended earlier 
surgical reconstruction when electromyo- 
graphic studies show muscles of grade 
zero, trace or poor. These muscles do not 
recover even after two years’ treatment, 
and great expense is incurred for useless 
therapy. Extremely careful selection of 
cases is required, but the duration of 
treatment is shortened by many months, 
and the date of maximum performance is 
hastened. 

2. Recurrent Dislocations of the Shoul- 
der.—A great deal of study has been made 
of these dislocations, in which are particu- 
larly prevalent among young adults. 
Approximately 60 operations of various 
types have been reported. In many of 
these the fascia slings are employed. 
Most of them extra-articular. Consider- 
able improvement was obtained by the 
Nicola operation, although there were 
still many recurrences. 

The past few years have seen tre- 
mendously renewed interest in the work 
of Bankart of England, who realized that 
there was not only a tear of the capsule 
but a defect in the glenoid labrum. Bank- 
art devised an ingenious procedure for 
repairing these defects by using a staple 
to maintain the repaired ligament and 
labrum in position. 

A defect in the posterior portion of the 
head of the humerus, which corresponded 
to the defect in the labrum, has also been 
observed. Recently, Moseley of Montreal 
wrote an excellent exposition of the con- 
dition and devised a vitallium replacement 
which is fitted snugly to the labrum with 
two 34-inch (1.9 em.) screws. Dr. Mose- 
ley’s new book describing this and other 
procedures will be available in approxi- 
mately one month. It is believed that his 
procedure will supersede and add to the 
original procedure of Bankart. 
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Another ingenious operation has been 
devised by Magnuson, who has trans- 
planted the subscapularis muscle laterally 
to its normal attachment to the humerous, 
thus checking external rotation of the arm 
end limiting the unstable motion and pro- 
cucing a dislocation of external rotation, 
extension and abduction. 

In Scandinavia, an anterior bone block 
i) the rim of the glenoid, known as the 
l{ybbinette-Eden operation, has been re- 
)orted. Ivar-Palmer reported 128 opera- 
tive cases-in which the bone block was 
used, with satisfactory results in 120, but 


1ot much information is given as to the 


cegree of limitation of motion. 

Many of the aforementioned procedures 
ure based on a limitation of the motion 
producing the redislocation. Nicholson 
recently reviewed all these procedures 
and commented that Hippocrates accom- 
plished much the same result 2,000 years 
ago by applying a cautery to the axillary 
region ! 

8. Bone and Joint Tuberculosis—The 
recent discovery of streptomycin has con- 
siderably altered the effects of surgical 
treatment; certain patients treated in the 
early stages are later operated on with 
less risk of activation or flare-up of 
disease. In a recent editorial in the British 
Journal of Bone and Joint Surgery, Roaf 
suggested that surgeons have hardly be- 
gun to learn the use of streptomycin, para- 
aminio-salicylic acid and, lately, thiosemi- 
carbazone. There is evidence that a com- 
bination of these drugs, whether used 
alternately or intermittently, seems to be 
most effective. As is usual with antibiotic 
drugs, streptomycin seems more effective 
in the first course of treatment than in 
the second course. It seems logical that 
for really acute early lesions an immediate 
“knockout blow” with these drugs should 
be utilized. 

The recent work of Robertson-Lavalle, 
who combined local resection, synovectomy 
and drainage with streptomycin injected 
into the sinuses of the local area, and that 
Deroy and Fischer, who have successfully 
treated tuberculosis of the bone by com- 
bining surgical drainage and streptomycin 
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therapy, show that these workers consider 
their results superior to those obtained 
by the accepted method of keeping the 
area closed and administering parenteral 
streptomycin. 

Surgical fusion by such means as the 
Brittain ischial-femoral arthroesis is an 
excellent procedure, mechanically sound, 


and the same principle can be applied to 


the shoulder joint as well. 

A reference is made to the report by 
Swett, Bennett and Street of a clinical 
and careful study of the statistics, includ- 
ing the end results in 350 cases of tuber- 
culous spondylitis. The authors evaluated 
the merits of operative and nonoperative 
treatment before the discovery of strepto- 
mycin. They concluded that the dominant 


factor in the healing of the disease at 


that time was in the occurrence, behavior 
and disposal of the tuberculous abscess. 
In all cases in which an abscess was re- 
corded, the percentage of healing after 
disposal of the abscess increased from 34 
to 59, and their conclusion was that it 
would be good surgical judgment to under- 
take aseptic evacuation of the abscess as 
early as possible. 

Pease of Chicago has emphasized the 
value of streptomycin in the treatment of 
bone and joint tuberculosis in children. 
Bosworth of New York reported that the 
drug, given preoperatively, decreased 
spread of the organism both locally and 
systemically. Bosworth reported the heal- 
ing of draining sinuses in 79 of 95 pa- 
tients, with the reopening of only 1 sinus. 
He gave 0.5 to 2 Gm. of streptomycin 
daily, usually for ninety to one hundred 
and twenty days. In his opinion, failures 
to prevent spread of the organism were 
due to sequestra, thick-walled abscesses, 
inadequate surgical stabilization or an un- 
collapsed bony pocket. 

Compere of Chicago noted the value of 
streptomycin but stated that there is no 
proof that the drug will take the place of 
orthopedic procedures, including opera- 
tion, and that it is primarily an adjunct. 

Patients can become “streptomycin- 
fast,” certainly, but the preoperative and 
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postoperative use of the drug has proved 
its value. 

4. Congenital Hip Dislocation.—Prob- 
ably one of the most satisfactory studies 
has been made by Professor Leveuf of 
France, who reported, in 1945, the differ- 
ences between luxation, in which soft 
tissue is always present between the head 
of the femur and the acetabulum, and 
subluxation, in which soft tissue interpo- 
sition never exists. He demonstrated by 
arthrographs which dislocation cases 
would necessitate the intra-articular ap- 
proach for reduction, since arthrographic 
study reveals whether or not the closed 
reduction is perfect. Thus, if true luxation 
were revealed by the arthrogram, open 
reduction would be deemed necessary; 
usless manipulation of the hip would be 
forestalled and valuable time conserved. 
Leveuf used a solution of tenebry] in a 30 
per cent concentration and noted that 
there was no harm in the use of this 
method for children, as the injection was 
absorbed in about thirty minutes. He also 
stated that closed reductions under such 
ideal conditions could be accomplished 
satisfactorily in children under 2 years of 
age. 
Bernard Epstein’ of Brooklyn pre- 
sented a method of liminagraphy through 
plaster casts in postreduction roentgeno- 
graphic study of congenitally dislocated 
hips. This eliminated hazy films and gave 
a clear presentation of the alignment of 
the femoral head and the acetabulum. 

Mossie* compared the late results of 
hip changes in cases of congenital dislo- 
cation of the hip and coxa plana. A start- 
ling similarity was observed, and it was 
postulated that a common pathologic 
basis exists, which is due to vascular 
changes in the femoral capital epiphysis. 
The cause of these vascular changes is 
unknown. This places reduction of the 
dislocation in children under 3 on a sound 
basis, as at this age the vascular demands 
of the femoral head are relatively low. 
Also, if epiphysial changes are noted in 
the congenitally dislocated hip, it might 
be expected that, after a period of free- 
dom from weight-bearing, there would be 
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rapid regeneration with minimal de- 
formity; that is, if one accepts the theory 
that the two conditions have a commo): 
etiologic background. Further studies are 
needed to prove or disprove this postulate. 


Severin of Sweden reported studies of 
congenitally dislocated hips treated by 
closed reduction. Interposed soft tissue be- 
tween the femoral head and the pelvis 
atrophied gradually if the reduction was 
complete, but Severin stated that, if 
closed reduction is not successful, open re- 
duction is indicated. 

Frejka presented a method of wide 
abduction flexion control by means of a 
hammock or sling, which is generally 
accepted as satisfactory for the infant. 

Recently the use of preliminary skeletal 
traction for older children, designed to 
release contractures of soft issues about 
the joint, has been successfully used, with 
a higher percentage of repositions and 
minimal trauma. Orthopedic surgeons 
throughout the world recognized the dan- 
gers and unfortunate results of the appli- 
cation of too great a force without pre- 
liminary correction. If the hip could not 
be reduced in abduction and internal ro- 
tation, open reduction with removal of the 
redundant part of the capsule was under- 
taken. Derotation osteotomies are indi- 
cated when there is proven anteversion 
which would, if left uncorrected, predis- 
pose to anterior redislocation. 

In the operative group, the Colonna op- 
eration consists of covering the displaced 
head of the femur by careful capsular re- 
pair and placing the covered head of the 
femur in an enlarged and deepened aceta- 
bulum. This type of arthroplasty is a sat- 
isfactory procedure and was reported by 
the author in a recent communication to 
the American Academy of Orthopedic 
Surgeons. It offers a better final result 
than do previously designed operations. It 
is particularly helpful and adaptable for 
children from 3 to 10 years of age who 
have undergone a gentle attempt at closed 
reduction with failure or unsatisfactory 
reposition. The excellent results observed 
from ten to thirteen years after the opera- 
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tion call for a more careful consideration 
of this procedure. - 

For older patients and adults, many 
procedures, such as osteotomy, have been 
used. Probably, if one desires a stable 
lip, a Judet or similar type of prosethesis 
will give good results. Many prefer fusion 
cr arthrodesis in a satisfactory weight- 
hearing position when the condition is un- 
ilateral. Not enough time has elapsed since 
these procedures have been done to permit 
inal conclusions. 

Malkin®, in a letter to the Editor of the 
british volume of the Journal of Bone and 
Joint Surgery, said: “If that great ortho- 
paedic surgeon, Vittorio Putti, had been 
»resent at the recent discussions in Lon- 
don and at Cambridge on the treatment of 
congenital dislocation of the hip, he could 
very justifiably have repeated the paper 
on this subject which he read to a joint 
meeting of the British and American 
Orthopaedic Associations in 1929. The 
paper ended with these words: ‘To im- 
prove the results of treatment of con- 
genital dislocation of the hip, one must 
lower the age limit for beginning treat- 
ment. But to render this possible, it is 
necessary for parents to learn to bring 
their children for medical examination 
early and that the doctors should be able 
to make their diagnosis in time. That will 
certainly occur in the future with suitable 
propaganda and better orthopaedic train- 
ing in the medical profession. In Italy we 
have already felt the benefit of compulsory 
orthopaedic instruction in the universi- 
ties.’ ” 


5. Idiopatheic Scoliosis —The best 
résumé of this interesting subject is pub- 
lished in the British volume of the Journal 
of Bone and Joint Surgery under the title 
“Half a Century of Progress in Orthopedic 
Surgery.” 

Dr. Joseph Barr, the well-known ortho- 
pedic surgeon of Boston, has summarized 


’ progress in this interesting condition by 


quoting from an article by Hibbs, Risser, 
and Ferguson, published in 1931, which 
was important because the data in this 
article altered the current concept of the 
factors involved in the treatment of scolio- 
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sis. The essential points in the article, 
which discussed 427 operations, were: 

1. The importance of mathematical de- 
termination, by measurements on the 
roentgenogram, of the angle of curvature. 

2. Perfection of use of the hinged an- 
terior-posterior turnbuckle jacket known 
as the Risser jacket. ; 

3. An improved operative technic in 
which the area to be fused was accurately 
determined by means of markers. 

4. Performance of the operation through 
a large window cut in the plaster. 

5. Reduction of mortality in a series of 
427 operations to 1.6 per cent. 

6. Proof that fusion can prevent ad- 
vance of a curve and, in some cases, main- 
tain the correction secured by the turn- 
buckle plaster. 

In 1941 the American Orthopedic 
Association Research Committee on the 
Subject of Scoliosis reported the following 
conclusions: 

1. Practically none of the patients with 
scoliosis are cured, if correction of lateral 
deviation is the criterion. 

2. In approximately 60 per cent of those 
treated by exercises the deformity in- 
creased; in 40 per cent it remained un- 
changed. 

3. Correction without fusion resulted 
in complete loss of correction after sup- 
port was discontinued in the majority of 
instances. 

4. Correction by the turnbuckle jacket 
and subsequent fusion have yielded better 
results in the series than have other types 
of treatment. 

Results in 69 per cent of the cases were 
rated as fair or poor and in 31 per cent 
as good or excellent. The high percentage 
of poor results caused many surgeons to 
reconsider the statement of Steindler in 
1929 that “treatment of scoliosis is not 
only a problem of orthopedic surgery but 
also of reconstruction and that mainte- 
nance of correction is not necessarily best 
solved by totally abolishing the mobility 
of the spine, in other words by operative 
fusion.” 

The emphasis on compensation began 
to take on added meaning when follow-up 
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studies of fusion indicated the develop- 
ment of extreme countercurves above and 
below the fused area. 

As a result of his large series of studies 
and intensive work, von Lackum of the 
New York Orthopedic Hospital came to 
the conclusion that any correction of the 
secondary curves up to 20 degrees was the 
maximum amount of compensatory ad- 
justment and, if carried beyond this de- 
gree, caused a lack of compensation. 

In 1949, Dr. John Cobb of New York, 
on the basis of the study of more than 
3,000 cases observed over a period of five 
year, concluded (1) that in a vast majority 
of cases scoliosis does not progress beyond 
a certain fixed point, which can be de- 
termined by roentgenograph; (2) that 
braces and spinal exercises are of no 
definite beneficial effect; and (3) that in 
the 5 per cent of cases in which there is a 
tendency to progression beyond the mild 
stage, fusion can be done after correction 
in the jacket. Cobb used a one-stage opera- 
tion with a modern banked bone. 

In May 1950, Nachlas and Borden’ of 
Baltimore reported on “The Cure of Ex- 
perimental Scoliosis by Directed Growth 
Control.” After these workers had pro- 
duced scoliotic changes with secondary 
curves and rotation of the vertebrae in 
growing dogs by means of stapling several 
lumber vertebrae, 6 dogs with fixed ro- 
tatory lateral curvature of the spine were 
subjected to selective growth control. This 
consisted of stapling together the verte- 
brae in the primary curve on the convex 
side, without damage to the epiphyses. 
All of the dogs showed some correction 
and, interestingly, as the primary curve 
corrected, improvement was noted also in 
the secondary curve. Three children have 
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been subjected to the same procedure, bu’ 
an evaluation of the end results woul: 
require more time. Undoubtedly this wor!. 
stands in need of more experimental back- 
ground, but its sponsors appear to be at. 
tacking the problems of idiopatheic 
scoliosis on a firm basis. 

It has been my privilege to see the work 
of Blount of Milwaukee, who with Schmidt 
has devised a turnbuckle extension brace 
that can be used before and after oper- 
ation, with the use of cancellous bone 
from the ilium diffusing the area previ- 
ously selected. 

These facts indicate interest in the prob- 
lem and certainly show marked progress 
toward its solution. 
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Correction: We regret to announce that, on Page 648 of the May issue of the 


Journal, the roentgenograms making up Figure 2 in Dr. Ira H. Lockwood's article 


“The Role of the Radiologist in the Diagnosis and Management of Acute Obstruc- 


tion of the Small Intestine’ are out of sequence. For correlation with the legend, 


please refer to roentgenograms B, C and A, in that order. 
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Chapter News 


: International College of Surgeons 


United States and Canadian Chapters 
Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Secretary 


City of Bordeaux Honors Drs. Thorek and 
Meyerding: On May 14, at a banquet given 
hy the French Chapter of the International 
(ollege of Surgeons in the course of the 
chapter’s First Annual Assembly, Honorary 
Citizenship in the City of Bordeaux was con- 
ferred upon Dr. Max Thorek of Chicago and 
lr. Henry W. Meyerding of Rochester, Min- 
nesota, in recognition of signal contributions 
in the fields of surgery and international 
relations. This distinction, which has also 
been conferred upon such men as General 
Charles deGaulle and Prime Minister Win- 
ston Churchill, recognizes and honors the 
work, standards and ideals of the Interna- 
tional College as having maintained their 
true purpose and translated it into effective 
action. 

W. Andre Marie, National Minister of 
Education, formally presented the honors. 
Some five hundred persons were in attend- 
ance at the banquet, which was notable 
throughout for its fine emphasis on cordial 
international relations not only in the field 
of surgery but with regard to human wel- 
fare in general. 

Dr. Thorek is Founder and Secretary Gen- 
eral of the International College of Sur- 
geons. Dr. Meyerding is President of the 
United States Chapter of the College; he is 
also Professor Emeritus of the Mayo Foun- 
dation and Consulting Surgeon to the Mayo 
Clinic. 


University of Bordeaux Confers Medals 
of Honor upon Five United States Fellows 
Attending French Chapter Assembly: 
Medals of Honor were conferred by the 
Faculty of Medicine of the University of 
Bordeaux upon the following surgeons who 
attended the Annual Assembly of the French 
Chapter of the International College of Sur- 
geons, held in Bordeaux on May 13 and 14: 

Dr. WILLIAM WAYNE BABCOCK, Philadel- 
phia; Pennsylvania; Emeritus Professor of 
Surgery, Temple University; Surgeon, Temple 
University Hospital; Active Consulting Sur- 
geon, Philadelphia General Hospital 


Dr. E. BACON, Philadelphia, Penn- 
sylvania; Professor and Head, Department of 
Proctology, Temple University; Chief, De- 
partment of Proctology, St. Mary’s Hospital 

Dr. EDWARD L. COMPERE, Chicago, Illinois; 
Associate Professor of Bone and Joint Sur- 


_gery, Northwestern University Medical 


School; Chairman, Department of Orthopedic 
Surgery, Wesley Memorial and Children’s 
Memorial Hospitals 

Dr. ANROLD S. JACKSON, Madison, Wiscon- 
sin; Surgeon-in-Chief, Jackson Clinic and 
Attending Surgeon, Methodist Hospital, Madi- 
son; Secretary, United States Chapter, Inter- 
national College of Surgeons 

Dr. ROLAND M. KLEMME, St. Louis, Mis- 
souri; Professor of Surgery and Chairman, 
Division of Neurosurgery, St. Louis Univer- 
sity College of Medicine 


Dr. A. J. A. Campbell Honored: Dr. M. 
Leopold Brodny, Regent of Massachusetts, 
reports that A. J. A. Campbell, M.D., F.I.C.S., 
of Boston, surgeon-in-chief of the Boston 
State Hospital, received an honorary degree 
and addressed a convocation at St. Francis 
Xavier University in Antogonish, Nova 
Scotia, on May 21. An alumnus of the univer- 
sity, Dr. Campbell is also clinical professor 
of surgery at Tufts College Medical School 
and a member of the staff of several New 
England hospitals. 


Dr. Albert P. Seltzer Honored: Dr. Albert 
P. Seltzer, F.A.C.S., F.I.C.S., of Philadelphia, 
was awarded the honorary degree of Doctor 
of Laws at the commencement exercises of 
Shaw university, Raleigh, N. C. 


Assembly Details to Come: A detailed ac- 
count of the tremendously successful Six- 
teenth International Assembly of the Inter- 
national College of Surgeons in Madrid will 
be presented in the August issue of the 
Journal, together with many of the fine 
papers there presented. The same issue will 
carry a full account of plans and arrange- 
ments for the Annual Assembly of the 
United States and Canadian Chapters in 
September. 
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His Excellency the Governor of the State of Sao Paulo, Dr. Lucas Nogueira Garcez. Dr. Garcez serv °d 
as Honorary President of the First National Congress of the Brazilian Chapter of the Internatio: al 
t College of Surgeons. 
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Next International Assembly in 
Sao Paulo, Brazil 


The House of Delegates of the International College of Surgeons has 
accepted with great pleasure the following invitation recently received by the — 
President of the College, Prof. Dr. Carlos Gama of Sao Paulo, Brazil, for 1954. 


Prof. Dr. Carlos Gama, President 
Brazilian Chapter 

International College of Surgeons 
Sao Paulo 


Mr. President: 


In an address presented upon the occasion of the inauguration of the 
First Congress of the Brazilian Chapter of the International College of 
Surgeons, held in this city last October, I had an opportunity to recom- 
mend that the International Assembly of the College be held in Sao Paulo 
in 4954, 

With this in mind, I have the honor of requesting you to present this 
invitation, in the name of the Government of the State of Sao Paulo, to 
the officials of the International College of Surgeons, their International 
Assembly to be included in the program for the commemoration of the 
Fourth Centennial of the Founding of the City of Sao Paulo. 


I feel sure that I shall have your full cooperation in connection with 
this matter, knowing that the Brazilian Chapter of the International 
College of Surgeons and the Government of the State of Sao Paulo are 
in complete agreement on the subject. 


Very truly yours, 


Lucas Nogueira Garcez 
Governador do Estado 


In thus honoring not only the Brazilian Chapter of the International Col- 
lege of Surgeons but the organization at large, the Governor of Sao Paulo offers 
a gracious and timely recognition of the College in South America over many 
years and a testimony to the pioneer ideals on which the College was founded 
and which have been maintained in letter and in spirit. In accepting the honor 
and looking forward to the renewed pleasure of its fulfillment, we express our 
gratitude to Governor Garcez and our confident hope that the friendship and 
understanding built up by long and faithful collaboration will never be changed 
except as time strengthens the bond. 
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Postgraduate Courses 


Preassembly ‘Courses Offered by the International College of 
Surgeons in Cooperation with the Cook’ County Graduate 
School of Medicine 


The Seventeenth Annual Assembly of the 
United States and Canadian Chapters of the 
International College of Surgeons will be held 
in Chicago, September 2 to 5 inclusive, 1952. 
In keeping with the educational activities and 
objectives of the International College of Sur- 
geons, arrangements have been made to offer, 
in cooperation with the Cook County Graduate 
School of Medicine, a two-week Preassembly 
Postgraduate Course from July 14 through 
July 26. 

Since the course is designed primarily as an 
intensive review for members of the Interna- 
tional College of Surgeons and those preparing 
for its examination, the number of registrations 
will be limited. 

The course will consist of illustrated lectures, 
demonstrations, presentation of cases and surgi- 


cal clinics. The teaching faculty will be com- 
prised of members of the attending and asso- 
ciate staffs of Cook County Hospital and 
prominent guest lecturers from other cities. 
In addition to general sessions for the entire 
group, there will be numerous section sessions 
for surgeons primarily interested in the follow- 
ing fields: 
General Surgery 
Orthopedic Surgery 
Gynecology 
Urology 
Proctology 
Basic Sciences in Clinical Surgery 
Requests for application forms or additional 
information may be addressed to the Secretary, 
Preassembly Postgraduate Courses, Interna- 
tional College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 


Courses Offered by the German Chapter, International College 


of Surgeons 


July 15—August 15, 1952 


The German Chapter of the International 
College of Surgeons is arranging a four-week 
postgraduate course, open to all surgeons except 
those in the Iron Curtain countries. The date 
for the beginning of the course is July 15, 1952. 
The following subjects will be presented: 

1. Thoracic Surgery. Given by Prof. Dr. Albert 
Lezius, Director of Surgical Department, 
University of Hamburg, and Assistants. 

. Modern methods of anesthesia in chest 
surgery, with practical demonstrations 

Bronchoscopy 

. Bronchography 

. Intubation 

. Postoperative care of the Bronchial Tree 

. Operative treatments of Carcinoma of 
the Lungs 

. Operative treatments of Bronchiectasis 

. Operative treatment of Pulmonary 
Tuberculosis 
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i. Operative treatments of tumors of the 
Mediastinum 

j. Surgery of the Esophagus and Cardia 
k. Operative treatment of congenital and 

acquired cardiac disease. (T'allot’s Tet- 
ralogy, Ductus Botalli, Coarctation of 
the Aorta, Stenosis of the Aortic Valve, 
Angina Pectoris.) 

. Surgery of the Stomach. Given by Prof. Dr. 
G. E. Konjetzny, Director Emeritus, De- 
partment of Surgery, University of Ham- 
burg. 

a. Pathologic anatomy and_ pathological 
physiology of gastric ulcer 

b. Operations on the stomach 

ce. Evaluation of Dragsted’s operation 
sympathectomy 

. Urologic Surgery. Given by Prof. Dr. Han: 
T. Junker, Chief Urologic Clinic, Allge- 
meines Krankenhaus Barmbeck, Hamburg. 
Wandsbek. 
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Cystoscopy 

. Pyelography . 

c. Roentgen diagnosis of diseases of the 

Kidneys 
d. Endoscopic operative procedures in tu- 

mors of the Bladder 
e. Tumors of the Prostate (particularly 

hypertrophy) 
f. Prostatectomy 

1. Vreyer’s method 

2. Millin’s procedure 

3. Harris’ method 
g. ‘Total cystectomy for carcinoma of the 

bladder 
h. Miscellaneous subjects. 

'. Medullary Nailing of Fractures of Long 
Bones: Given by Prof. Dr. Gerhard 
Kiintscher, Surgeon in Chief, Kreiskranken- 
haus, Schleswig. 

a. Theoretic Considerations of Medullary 
Nailing 

. Indications for Medullary Nailing 

. Bones of the Leg, Arm and Forearm 

. Medullary Nailing in Operations for 
Pseudo-Arthrosis 
e. Operative Technic 
f. Film Presentation 

Date: The date for the beginning of the course 
is 15 July 1952. 

Place: Postgraduate courses in Thoracic and 
Gastric Surgery will be held at the Surgical 
clinics of the University of Hamburg. The 
course in Urologic Surgery will be held at 
the Allgemeines Krankenhaus Barmbeck, 
Hamburg-Wandsbek. 

T'uition: For those residing in Europe, the tui- 
tion will be DM 100 per course. 

For those residing in the United States. 
Canada, Central America and South Amer- 
ica, the tuition will be $100 per course. 

Courses: The courses will consist of daily prac- 
tical demonstrations, lectures and operative 
procedures given by the teachers and as- 
sisted by the postgraduates. 

Directors: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetzny and Prof. Dr. Hans T. 
Junker. 

Inquiries and Registration for the postgraduate 
courses will be received until July 1, 1952 
and should be addressed to Prof. Dr. Albert 
Lezius, Chief, Department of Surgery, Uni- 
versity of Hamburg, Hamburg, Eppendorf, 
Germany. 

Vierwochiger Fortbildungskurs 

Deutsches Chapter, International 

College of Surgeons 
Das Deutsche Chapter des International Col- 
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POSTGRADUATE COURSES 


lege of Surgeons beabsichtigt, einen vierw6chi- 

gen Fortbildungskurs fiir junge Arzte und 

Chirurgen zu halten. Folgende Hauptthemen 

sind vorgesehen: 

1. Thoraxchirurgie: Prof. Dr. Albert Lezius, 
Direktor der Chirurgischen Universitits- 
Klinik und Poliklinik, Hamburg-Eppendorf, 
und Mitarbeiter. 

a. Moderne Narkose und Anaesthesiever- 
fahren fiir die Thoraxchirurgie mit prak- 
tischen Uebungen 

b. Bronchoskopie 

c. Bronchographie 

d. Intubation 

e. Postoperative Bronchialtoilette 

f. Die operative Behandlung des Lungen 
karzinoms 

g. Bronchiektasen 

h. Lungentuberkulose 

i. Geschwiilste des Mediastinums 

j. Chirurgie des Oesophagus und der Kardia 

k. Chirurgie der angeborenen und 
erworbenen Herziehler (Fallot’sche Te- 
tralogie, offener Ductus Botalli, Coarcta- 
tion der Aorta, Pulmonalstenose, Mitral- 
stenose, Aortenklappenstenose, Angina 
pectoris ) 

2. Chirurgie des Magens: Prof. Dr. G. E. 
Konjetzny, Direktor Emeritus der Chirur- 
gischen Universitats-Klinik und Poliklinik, 
Hamburg-Eppendorf 
a. Pathologische Anatomie und Patho- 

logische Physiologie des Magengeschwiirs 

b. Die Operationen am Magen 

ec. Stellungnahme zur Operation nach Drag- 
stedt und zur Sympathektomie 


3. Chirurgische Urologie: Prof. Dr. Hans T. 
Junker, Chefarzt der Chirurgisch-Urolo- 
gischen Klinik des Allgemeinen Kranken- 
hauses, Barmbek. 

a. Zystoskopie 

b. Pyelographie 

ce. Réntgendiagnose der Nierenerkrankun- 
gen 

d. Operative endoskopische Eingriffe bei 
Blasentumoren 

e. Prostatahypertrophie 

f. Die Prostatektomie nach Freyer, nach 
Millin und nach Harris 

g. Die totale Zystektomie beim Blasen-Kar- 
zinom 

h. Verschiedenes 

4. Die Marknagelung von Frakturen langer 

Rohrenknochen: Prof. Dr. Gerhard Kiint- 

scher, Chefarzt der Chirurgischen Abteilung 
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des Kreiskrankenhauses Schleswig 

a. Theoretische Grundlagen der Marknage- 
lung 

b. Indikationen fiir die Oberschenkelmark- 
nagelung 

ce. Die Unterschenkel—, Oberarm und Un- 
terarmmarknagelung 

d. Die Marknagelung bei Pseudarthrosen- 
operationen 

e. Operationstechnik 

f. Filmvorfiihrungen 

Zeit: Beginn des Kurses Dienstag, 15 Juli 1952. 

Ort des Kurses: Thoraxchirurgie und Magen- 
chirurgie — Hamburg-Eppendorf, Chirur- 
gische Universitats-Klinik. 

Urologie — Allgemeines Krankenhaus 
Barmbeck, Hamburg-Wandsbek. 

Kosten: Fiir AngehOrige europaischer Staaten 
DM 100. 

Kosten fiir Angehorige der U.S.A., der 
Mittel-und Siidamerikanischen Staaten und 
Canada 100 Dollar. 

Die Kurse: Die Kurse bestehen in theoretischen 
Vorlesungen unde in taglichen Uebungen 
und Operationen. 

Kursleiter: Prof. Dr. Albert Lezius: Prof. Dr. 
G. E. Konjetzny: Prof. Dr. Hans 'T. 
Junker: Prof. Dr. Gerhard Kiintscher. 

Anmeldungen bis 1 Juli 1952: Prof. 
Dr. A. Lezius, Direktor, Chirurgische Uni- 
versitaéts-Klinik und Poliklinik, Hamburg- 
Eppendorf. 


Cours Avancés Offerts par le 
Chapitre Allemand 


du Collége International des 
Chirurgiens 
Le Chapitre Allemand du Collége Interna- 
tional des Chirurgiens organise un cours avancé 
de quatre semaines. Les sujets suivants seront 
traités: 

1. Chirurgie Thoracique. Par Monsieur le 
Professeur Albert Lezius, Directeur de la 
section de Chirurgie 4 l’Université de Ham- 
burg et ses Assistants. 

a. Méthodes modernes d’anesthésie en 
chirurgie thoracique, avec démonstrations 
pratiques 
b. Bronchoscopie 
ec. Bronchographie 
d. Intubation trachéale 
e 


. Traitement post-opératoire en matiér 
d’arbre bronchique ' 
Traitement chirurgicale des cancers du 
poumon 

. Traitement chirurgicale des dilatations 
des bronches 
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. Traitement chirurgicale de la tubercu- 
lose pulmonaire 
Traitement chirurgicale des tumeurs du 
médiastin 

j. Chirurgie de l’ésophage et du cardia 

. Traitement chirurgicale des  cardio- 
pathies congénitales et acquises (‘Tétra- 
logie de Fallot, Persistance du Trou de 
Botal, Sténose de I’Isthme de 1’Aorte, 
Retrécissement de 1l’Orifice Aortique, 
Angine de Poitrine) 

. Chirurgie Gastrique. Par Monsieur le Prof- 
esseur G. E. Konjetzny, Directeur Emérite 
de la Section de Chirurgie 4 l'Université de 
Hamburg. 

a. Anatomo Pathologie et Physio Patho- 
logie de l’ulcére de l’estomac 

b. Chirurgie gastrique 

c. Discussion de la valeur de l’Opération de 
Dragstedt et de la Sympathectomie 

. Urologie. Par Monsieur le Professeur Hans 
T. Junker, Chef de la Clinique d’Urologie 
a Allegemeines Krankenhaus, Barmbeck, 

_ Hamburg-Wandsbek. 

a. Cystoscopie 

b. Pyélographie 

c. Radiologie dans de diagnostic des mala- 
dies rénales 

d. La Chirurgie endoscopique des tumeurs 
de la vessie 

e. Les tumeurs de la prostate 

f. Prostatectomie 
1. Par la méthode de Freyer 
2. Par la méthode de Millin 
8. Par la méthode de Harris 

g. Cystectomie totale pour cancer de la 
vessie 

h. Sujets divers 

. L’Enclavage Medullaire des Fractures des 
os Longs. Par Monsieur le Professeur Ger- 
hard Kiintscher, Chirurgien Chef, Kreis- 
krankenhaus, Schleswig 
a. Considérations théoriques sur ]’enclavage 

médullaire 
. Les indications de l’enclavage médullaire 
. Os de la jambe, du bras et de ]’avant bras 
. Le traitement des Pseudarthrosis par 
lenclavage médullaire 
. Téchnique opératoire 
f. Présentation de films. 

Date: La date pour le début du cours est k 
15 Juillet 1952. 

Place: Les course avancés de Chirurgie Gas- 
trique et Thoracique seront donnés 4 la 
Clinique Chirurgicale de l'Université de 
Hamburg. Le cours d’Urologie sera donné 4 
l’Allegemeines Krankenhaus, Barmbeck. 
Hamburg-Wandsbek. 
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Inscriptions: Pour ceux habitant 1’Europe, 
linscription sera de 100 DM. 

Pour ceux habitant les Etats-Unis, 
l’Amerique Centrale et du Sud et le Canada, 
I’Inscription sera de $100 par cours. 

Les Cours: Les cours consisteront de démon- 
strations pratiques, de cours théoriques et de 
techniques opératoires donnés par les prof- 
esseurs. 

Les Directeurs: Les Directeurs des cours 
avancés sont: Messieurs Les Professeurs Al- 
bert Lezius, G. E. Konjetzny Hans T. 
Junker et Gerhard Kiintscher. 

Les démandes de renseignements et les in- 
scriptions seront recues jusqu’au le 1 Juillet 
:952, et devront étre adressées 4 Monsieur le 
Professeur A. Lezius, Directeur de la Section de 
Chirurgie, Université de Hamburg, Hamburg, 
Eppendorf, Allemagne. 


Cursos de Post-Graduado Ofrecidos 
por el Capitulo Aleman 


del Colegio Internacional 
de Cirujanos 
E] Capitulo Aleman del Colegio Internacional 
de Cirujanos esta preparando un curso de Post- 

Graduado de cuatro semanas de duracién. La 

siguiente materia sera presentada. 

1. Cirugia de Toraz: Explicada por el Profesor 
Dr. Albert Lezius, Director del Departa- 
mento de Cirugia, La Universidad de Ham- 
burgo, y por sus asistentes. 

a. Métodos modernos de _ anestesia en 
cirugia de torax, con demonstraciones 
practicas 

b. Broncoscopia 

ec. Broncografia 

d. Intubacién 

e. Cuidado post-operatorio del Arbol Bron- 


quial 

f. Tratamiento quirtrgico del Carcinoma 
del Pulmén 

g. Tratamiento quirtrgico de la bronquiec- 
tasia 


h. Tratamiento quirtirgico de la Tuberculo- 
sis pulmonar 
i. Tratamiento quirtirgico de los tumores 
del mediastino 
j. Cirugia del eséfago y cardias 
k. Tratamient» quirurgico de enfermedades 
cardiacas congénitas y adquiridas (Tetra- 
logia de Fallot, Coartacién de la Aorta, 
Estenosis de la Valvula Aortica, Angina 
Pectoris ) 
2. Cirugia del Estémago: Explicada por el 
Profesor Dr. G. E. Konjetzny, Director 
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Emérito del Departamento de Cirugia de la 

Universidad de Hamburgo. 

a. Anatomia y fisiologia patologica de la 
Ulcera gastrica 

b. Operaciones del estémago 

ce. Evaluacién de la operacién de Dragstedt 
y la simpatectomia 
3. Cirugia Urolégica: Explicada por el Prof. 
Dr. Hans T. Junker, Jefe de la Clinica 
Urolégica, Allgemeines Krankenhaus Barm- 
beck, Hamburg-Wandsbek 
a. Cistoscopia 
b. Pielografia 
ce. Diagnéstico Radiolégico de las Enferme- 
dades de los Rifiones 

d. Ténicas operatorias endoscépicas en 
tumores de la vejiga 

e. Tumores de la prostata (Particularmente 
la hipertrofia) 

f. Prostatectomia 
1. Metodo de Freyer 
2. Metodo de Millin 
3. Metodo de Harris 

g. Cistectomia total en Carcinoma de la 
vejiga 

h. Temas Miscelaneos 

4. Aplicacién Medular de Clavos en Fractures 
de los Huesos Largos: Explicada por el 
Profesor Dr. Gerhard Kiintscher, Jefe en 
Cirugia, Kreiskrankenhaus, Schleswig. 

a. Consideraciones tedricas sobre aplica- 
cién medular de clavos 

Indicaciones 

Huesos de la pierna, brazo y antebrazo 

Aplicacién de clavos en pseudo-arthrosis 

Tenicas operatorias 
f. Presentacion de Peliculas 

Fecha: La fecha para el comienzo del curso es 
15 Julio de 1952 

Lugar: Los cursos de post-graduado en cirugia 
de torax y est6mago se Jlevaran a cabo en 
las clinicas quirtrgicas de la Universidad 
de Hamburgo. Ei curso en cirugia urolégica 
se ofreceraé en Allgemeines Krankenhaus 
Barmbeck, Hamburgo-Wandsbek. 

Matricula: Para aquellos que residen en Europa, 
el costo sera de DM 100 cada curso. 

Para aquellos que residen en Los Estados 
Unidos, Canada, Centro y Sud America, el] 
costo sera de $100.00 cada curso. 

Cursos: Los cursos consistiran en demostraciones 
practicas diarias, conferencias y procederes 
quirurgicos realizados por los profesores y 
asistidos por los post-graduados. 

Directores: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetzny, Prof. Dr. Hans T. Junker, 
Prof. Dr. Gerhard Kiintscher. 
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semanas. Os seguintes assuntos serao apresen- 

tados: 

1. Cirurgia do-Thoraz. Dado pelo Prof. Albert 
Lezius, director do Departamento Cirurgico, 
Universidade de Hamburgo e seus assis- 
tentes. 

a. Metodos modernos de anestesia em 
cirurgia torax com demonstragdes pra- 
ticas 

. Broncoscopia 
. Broncografia 
. Intubagao 

. Cuidados 
bronquial 
Tratamentos operatorios do carcinoma 
dos pulmées 

. Tratamentos operatorios da bronquiec- 
tasia 

h. Tratamento operatorio da _tuberculose 
pulmonar 
Tratamento operatorio de tumores do 
mediastino 

. Cirurgia do esofago e do cardia 

. Tratamento operatorio de doengas car- 
diagas adquiridas ou cogenitas, (Tetra- 
logia de Fallot, Buraco de Botal, Coarc- 
tagao da Aorta, estendse da valvula 
adrtica, angina pectoris) 

. Cirurgia do Estomago. Dado pela Prof. Dr. 
G. E. Konjetzny, Diretor Emerito, Departa- 
mento de Cirurgia, Universidade de Ham- 
burgo. 

a. Anatomia patologica e fisiologia pato- 
logica da ulcera gastrica 

b. Operagdes sobre o estomago 

ce. Julgamento do operacdo de Dragstedt e 
simpatectomia 

. Cirurgia Urologica. Dada pelo Prof. Dr. 
Hans T. Junker, Chefe Clinica Urologica, 
Allgemeines Krankenhaus Barmbeck, Ham- 
burg-Wandsbek. 

a. Cistoscopia 

b. Pilografia 

d. Diagnostico radiologico das doengas dos 
rins 

. Processos operatorios endoscopicos em 


pos-operatorios de  arvore 
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tumores da bexiga 
. Tumores da prostata (particularmente 
hipertrofia) 
. Prostatectomia 
1. Metodo de Freyer 
2. Metodo de Millin 
8. Metodo de Harris 
‘h. Cistectomia total em carcinoma da bexiga 
i. Assuntos diversos 
. Fixagdo de Fraturas de Osos Longos por 
Cravejamento Metalico Medular: Dado pelo 
Prof. Dr. Gerard Kiintscher, Chirurgiao en 
Chefe, Kreiskrankenhaus, Schleswig. 
a. Consideragdes teoricas sobre craveja- 
mento metalico medular 
b. Indicagdes para cravejamento metalico 
medular 
c. Osos de perna, brago y ante brago 
d. Cravejamento medular em operagoes 
para pseudo-artrosis 
e. Técnica operatoria 
f. Film 

A Data: A data para inicio do curso é 15 Julho 
de 1952. 

Sitio: Cursos post-graduados em Cirurgia do 
Estomago e do Thorax serao dados no Clin- 
ica Cirurgica da Universidade de Hamburgo. 
O curso de Cirurgia Urologica sera dado no 
Allgemeines Krankenhaus Barmbeck, Ham- 
burgo-Wandsbek. 

Taxes: Para os residentes nos Estad os 
Unidos, Central e Sul America e Canada, a 
taxa sera de $100.00 por curso. 

Para os residentes na Europa, a taxa sera 
de DM 100 para cada curso. 

Os Cursos: Os cursos consistirao de demon- 
stragaes practicas, aulas e operagdes dadas 
por professores é post-graduados. 

Diretores: Prof. Dr. Albert Lezius. Prof. Dr. 
G. E. Konjetzny. Prof. Dr. Hans T. 
Junker. Prof. Dr. Gerard Kiintscher. 

Informagaes e registro para os cursos de pos- 
graduacao serdo recebidas até 1 de Julho de 

1952 e devem ser dirigidas ao Prof. Dr. Albert 

Lezius, Universidade de Hamburgo, Diretor do 

Departamento Cirurgico, Hamburgo-Eppendorf, 

Alemanha. 
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Solicitudes de Matricula: Solicitudes de matric- 


ula para los cursos de post-graduados seran 
aceptadas hasta 1 Julio de 1952 y deben ser 
dirigidas a la Profesor Dr. Albert Lezius 
Jefe del Departamento Quirtrgico de la 
Universidad de Hamburgo, Hamburgo-Ep- 
pendorf, Alemania. 


Corsi per Laureati Offerti Dalla 
Sezione Tedesca 
dell’ “International College of 
Surgeons” 
La Sezione Tedesca dell’ “International Col- 


lege of Surgeons” sta preparando un corso per 
laureati della durata di un mese. Saranno pre- 
sentati i seguenti argomenti: 

if 


Chirurgia Tordcica: Prof. Dott. Albert 

Lezius, Direttore della Clinica Chirurgica 

dell’Universita d’Amburgo, ed i suoi as- 

sistenti. 

a. Metodi moderni d’Anestesia in chirurgia 
tordcica, con dimostrazioni pratiche 

b. Broncoscopia 

c. Broncografia 

d. Intubazione 

e. Cura postoperatoria dell’albero bron- 
chiale 

f. Trattamento operatorio del cancro del 
polmone 

g. Trattamento operatorio delle bronchie- 

tasie 

Trattamento operatorio della tubercolosi 

polmonare 

i. Trattamento chirurgico di tumeri del 
mediastino 

. Chirurgia dell’esofago e del cardia 

. Trattamento operatorio delle cardiapatie 
congenite ed acquisite (Tetralogia di 
Fallot, Dotto di Botallo, Coartazione 
aortica, Stenosi della valvola aortica, 
Angina di Petto) 

Chirurgia dello Stomaco: Prof. Dott. G. E. 

Konjetzny, Direttore Emerito della Clinica 

Chirurgica dell’Universita d’Amburgo 

a. Anatomia e fisiologia patalogica dell’ul- 
cera gastrica 

b. Interventi sullo stomaco 

c. Valutazione dell’intervento di Dragstedt 
e simpaticectomia 

Chirurgia Urologica: Prof. Dott. Hans T. 

Junker, Capo della Clinica Urologica, All- 

gemeines Krankenhaus, Barmbeck, Amburgo- 

Wabdsbek 

a. Cistoscopia 

b. Pielografia 

c. Diagnosi radiologica delle malattie del 


: Trattamento delle 
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d. Procedure operatorie endoscopiche dei 
tumori della vescica 
e. Tumori della prostata (particolarmente 
ipertrofia) 
f. Prostatectomia 
1. Metodo di Freyer 
2. Metodo di Millin 
3. Metodo di Harris 
g. Cistectomia totale nel carcinoma della 
vescica 
h. Argomenti vari 
Fratture delle Ossa 
Lunghe con il Metodo delle’Inchiodamento 
Intramidollare: Prof. Dott. Gerard Kiint- 
scher, Cappo della Clinica Chirurgica, 
Kreiskrankenhaus, Schleswig. 
a. Considerezioni teoriche 
b. Indicazioni 
c. Applicazioni all’arto 
feriore 
d. Applicazioni in casi di pseudoartrosi 
e. Tecnica operatorie 
f. Prezentazione di radiogrammi 


superiore ed in- 


La Data: La data probabile dell'inizio del 


corso e il 15 luglio 1952 


La Situazione: I corsi di chirurgia toracica e 


gastrica saranno tenuti alla Clinica Chirur- 
gica dell’Universita d’Amburgo. II corso in 
chirurgica urologica sara tenuta nella Allge- 
meines Krankenhaus Barmbeck, Amburgo- 
Wandsbek. 


Tassa: Per quelli che risiedono in Europa, la 


tassa sara di 100 D.M. 

Per quelli che risiedono negli Stati Uniti, 

America Centrale e Medionale e Canada, la 
tassa sara di $100.00 per corso. 
Corsi: I corsi consisteranno de dimostra- 
zioni pratiche, lezioni e interventi operatori 
quotidiane attuate dagli insegnanti e dei 
laureati. 


I Direttori: Prof. Dott. Albert Lezius, Prof. 


Dott. G. E. Konjetzny, Prof. Dott. Hans T. 
Junker, Prof. Dott. Gerhard Kiintscher. 
Informazione e domande frequenza per il 


corsi per laureati saranno ricevute sino al 15 
Luglio 1952 e devono essere indirizzate al 
Prof. Dott. 
Clinica Chirurgica, Universita d’Amburgo, Am- 
burgo-Eppendorf, Germania. 


Albert Lezius, Direttore della 


Cursos de Post-Graduacao Oferecidos 


Pelo Capitulo Alemao 
do Collegio Internacional de 
Cirurgioes 
O Capitulo Alemao de Cirurgides esta organ- 


izando um curso de post-graduacdo de quatro 
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Boston University Biologists Report New 
Cancer Transplant Experiments: Biologists 
of Boston University’s Department of Biology 
have successfully transplanted types of human 
cancer in the extremely flexible and observable 
cheek pouch of the hamster, thereby making 
it possible for the first time to observe and 
experiment upon living human cancer in the 
open, it has been announced by Dr. Brenton 
R. Lutz, Professor of Biology, and his asso- 
ciates, Dr. Donald I. Patt, Assistant Professor 
of Biology, and Dr. Alfred H. Handler, Re- 
search Associate. The announcement was 
made before the American Society of Zoolo- 
gists in Philadelphia by Dr. Patt who used 
lantern slides showing the microscopic details 
of the new development. He also announced 
transplants of frog, guinea pig, mouse and 
rat cancers into the hamster cheek pouch. 
The Boston University biologists, supported 
in part by the American Cancer Society and 
the National Cancer Institute of the U. S. 
Public Health Service succeeded in trans- 
planting two main types of human cancer, 
the carcinomatous and the sarcomatous. The 
human cancers are obtained from hospital 
operations, one successful transplant having 
been refrigerated seven days between oper- 
ation and placement in the hamster. 


Roentgen Diagnosis by Telephone Offers 
Great Aid to Medicine: Telognosis, the in- 
terpretation of facsimile roentgenograms 
transmitted by telephone, has proved very 
successful and offers unlimited promise in 
the field of medicine, it was reported in the 
March 1 Journal of the American Medical 
Association. Favorable results of the use of 
such a diagnostic aid for a year between 
Atlantic City and Philadelphia, a distance 
of 60 miles, were related by a group of doc- 
tors associated with Jewish Hospital, Phila- 
delphia, and doctors with the Ventnor Clinic, 
Atlantic City. The doctors said that the in- 
terpretation of the facsimile was compared 
with that of the original film, and the com- 
parisons were extremely accurate—in fact, no 
significant discrepancies occurred. 

It was pointed out that telognosis will be 
of great value in assuring a small hospital, 
with no skilled radiologist on its staff of ex- 
pert full time roentgenologic service, and 
may be a means of training young roent- 
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genologists without loss of expert teaching and 
supervision. In addition this system mighi 
prove useful in small military outposts, ships 
at sea, and in parts of the world where there 
are few trained radiologists. 

The apparatus consists of a transmitter 
that scans roentgenograms and a receiver 
that reproduces facsimiles. Consultations and 
reports of findings are made over the same 
circuit and may be recorded automatically 
on a dictograph. The signals are sent over 
commercial telephone channels. 


German Gynecological Society to Meet in 
Munich: The German Gynecological Society 
will meet this year in Munich from October 
7 to 11 inclusive. At that time a series of 
lectures on modern problems in Gynecology 
and Cancer will be presented by outstanding 
specialists from various countries, thus giv- 
ing the Congress an international aspect. All 
surgeons who are interested in this specialty 
are cordially invited to attend. For informa- 
tion, communicate with Prof. Dr. W. Rech, 
Secretary, German Gynecological Society, 
Maistrasse, 11, Miinchen 15, Germany. 

German Surgical Society Congress: The 
German Surgical Society held its 1952 Con- 
gress in Munich from April 16 to 19, inclusive. 
Among the papers presented by leading sur- 
geons were the following: 

Pathological Physiology in Surgery — Prof. 
Dr. H. Schaefer of Heidelberg and Prof. 
Dr. F. Linder, Berlin 

Blood Substitutes—Prof. Dr. H. Biirkle de la 
Camp, Bochum 

Surgery in Valvular Heart Disease—Prof. Dr. 
C. Crafoord of Stockholm. 

Lung Surgery—Prof. Dr. F. Spath of Graz 

Freyer’s or Millin’s Operation in Hypertrophy 
of the Prostate—Prof. Dr. F. Borchers of 
Aachen 

Legal Questions in Surgery—Prof. Doctors E. 
Schmidt and K. Engisch of Heidelberg, and 
Prof. Dr. R. Stich of Géttingen 

Surgery in Cancer Prevention—Prof. Dr. R. 
Giessendorfer of Frankfurt 


The Inter-American Cardiological Con- 
gress: This Fourth Congress of this group 
will be held in Buenos Aires from Aug. 31 
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to Sept. 7, 1952. An interesting program is 
in the making. Those interested in further- 
ing the aims of the congress should com- 
municate with the secretary in Buenos Aires. 


Congress of Neuropathology: The first In- 
ternational Congress of Neuropathology will 
be held in Rome, Italy, September 8 to 13, 
1952. Membership is open and those inter- 
ested may communicate with the Secretary 
General. 


International History of Medicine Society: 
Nice, Cannes, and Monaco have been desig- 
nated as the meeting places for the Inter- 
national History of Medicine Society’s thir- 
teenth Congress from September 8 to 14, 
1952. An interesting program has been ar- 
ranged and the meeting is open to visitors. 


First International Congress of Dietetics: 
The Royal Tropical Institute, Amsterdam, 
The Netherlands, will be the meeting place 
for the first International Congress of Die- 
tetics, July 7 to 11, 1952. Inquiries should 
be addressed to Miss Diane J. Ten Haaf, 
General Secretary, Executive Committee, 13, 
Pomonaplein, The Hague, Netherlands. 


International Congress of Radiology: The 
1953 meeting of the International Congress 
of Radiology is scheduled for July 9 through 
25 in Copenhagen, Denmark. An exhibit of 
x-ray equipment will be held in conjunction 
with the Congress. Exhibits and papers should 
be arranged for as soon as possible. 


Fourth Congress of the Radiologic Asso- 
ciation of Argentina: Among the subjects 
for discussion at the Fourth Congress of the 
Radiologic Association of Argentina, July 23 
to 26 in Santa Fe, were cancer of the breast 
and malignant tumors of bones, with em- 
phasis on radiologic diagnosis. 


Seventh All-India Obstetric and Gynaeco- 
logical Congress: From Calcutta comes the 
announcement by Honorary Secretary Pro- 
bodh Das of the Seventh All India Obstetric 
and Gynaecological Congress to be held De- 
cember 15 to 17, 1952, in that city. The chief 
subjects for discussion will be “Cephalopelvic 
Disproportion” and ‘Nonmalignant Lesions 
of the Cervix.” 


Obstetric and Gynecologic societies all over 
India and abroad, as well as teaching insti- 
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tutions and practitioners in the profession, 
are invited to take part in the deliberations 
of the Conference. Those who desire to pre- 
sent papers on either of the main subjects 
are requested to communicate the title to the 
secretary’s office of the Bengal Obstetric and 
Gynaecological Society, 91B, Chittaranjan 
Avenue, C.M.C. House, Calcutta 12, by Octo- 
ber 15 and to submit a typed copy of the 
paper with abstracts by the end of October. 


Courses in Asphyxia Prevention: For the 
sixth year, the Society for the Prevention 
of Asphyxial Death, Inc., is sponoring 
courses in resuscitation. Instruction stresses 
the elimination of the death zone of the 
respiratory tract through lectures, demon- 
strations and clinical practice in laryngoscopy 
and intubation of dogs and cadaver. Dr. 
Paluel J. Flagg of New York is the President 
and Dr. Chevalier Jackson of Philadelphia is 
chairman of the advisory board. 


Plastic Surgery Essay Contest Announced: 
The Foundation of the American Society of 
Plastic and Reconstructive Surgery, Inc., has 
announced its 1952 Essay Contest which will 
be in two classifications, Junior and Senior. 
The latter is open to surgeons who have been 
in practice of this specialty for not less than 
ten years; the former is restricted to residents 
and surgeons in practice of the specialty for 
not longer than five years. All essays, in each 
classification, must be received by the Award 
Committee not later than Sept. 1, 1952. For 
particulars address the Award Committee, 
c/o Dr. Jacques W. Maliniac, 11 East 68th 
Street, New York 21, New York. 


Hospital Service Reaches All-Time High: 
The Council on Medical Education and Hos- 
pitals of the American Medical Association 
reported on May 9 that American hospital 
service reached an all-time high in 1951. The 
6,637 hospitals registered by the council ad- 
mitted 18,237,118 patients last year, or one 
every 1.7 seconds. The previous high was es- 
tablished in 1950, when 6,430 registered hos- 
pitals admitted 17,023,513 patients, or one 
every 1.8 seconds. The average daily census 
was 1,293,653 patients in 1951, as against 
1,242,777 in 1950. Births in hospitals soared 
to a new peak, with a total of 2,999,371 for 
1951, or one live baby every 10.7 seconds, 
compared with 2,815,806 in 1950 or one every 
11.2 seconds. 
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Surgeons of East Africa Meet: The Sec- 
ond Annual Conference of the Association of 
Surgeons of East Africa was held in the City 
Hall, Nairobi, from January 30 to February 
1, 1952. Papers were presented on “The In- 
tervertebral Disc”; “Some Unusual Innocent 
Tumors”; “Surgical Treatment of Maxillary 
Sinusitis”; “Comparison of 300 Abdominal 
Operations among the Buganda with 300 
Abdominal Operations Performed in Eng- 
land”; “The Remote Effects of Derangement 
of the Cervix”; “Comparative Study of the 
Incidence of Thromboembolism in European 
and African Surgical Patients”; “The Causes 
and Treatment of Ureteric Obstruction”; Car- 
cinoma of the Kidney”; “The Treatment of 
Cataract”; and “Plastic Surgery.” Sir Archi- 
bold McIndoe of London, England, was the 
speaker on the last subject. Mr. C. V. Braim- 
bridge, M.V.O., C.B.E., F.R.C.S.E., of Nairobi 
was elected President and plans were made 
to hold the next general meeting in Nairobi 
during January, 1953. 


Demonstration of Three-dimensional TV 
Pictures: At the annual convention of the 
Federation of American Societies for Experi- 
mental Biology held in New York on April 
15, there was demonstrated for what was be- 
lieved to be the first time, a third dimension 
in television pictures when stereo images of 
microscopic specimens were shown by the 
RCA Victor Division, Radio Corporation of 
America. The new application of industrial 
television employs a stereo television camera 
set-up and control units in connection with 
a binocular microscope and polarized filters. 
To view the stereo images, the spectators 
were provided with polarized spectacles. 


Telecast Originates in Atomic Medical 
Laboratory: The American Medical Associa- 
tion announced in a news release the show- 
ing of experiments with radioactive isotopes 
of potential significance to the further ad- 
vancement of medicine on Sunday, May 4, 
during a nationwide, live telecast from Brook- 
haven National Laboratory, an atomic energy 
station at Upton, Long Island, New York. 
This was the first time that mobile television 
cameras have been brought into an atomic 
energy installation. The telecast was spon- 
sored by the American Medical Association 
in cooperation with the National Broadcast- 
ing Company, and it originated from the hos- 
pital and medical division of the laboratory. 
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The viewing public saw the interior of the 
laboratory where radioactive isotopes arc 
separated and processed, and witnessed some 
of these experiments in progress. The pro- 
gram was narrated by Dr. W. W. Bauer of 
Chicago, director of the Bureau of Health 
Education of the A.M.A., and Ben Grauer, 
New York, well known announcer. Several 
scientific authorities appeared on the program 
to demonstrate the use of atomic medicine 
in practical application to patients and to 
conduct scientific experiments in medical and 
basic research. 


Peruvian Academy Holds Sixth Congress 
of Surgery: The Peruvian Academy of Sur- 
gery held its Sixth Congress in the city of 
Lima, March 23 to 27, and a Chapter meeting 
in Trujillo, March 29 and 30, both under the 
auspices of the Government of Peru. Dr. 
Jorge de Romana was president of the or- 
ganizing commission, Dr. Ricardo Angulo was 
secretary, and Dr. Amador Mering Reyna, 
F.I.C.S., was president of the executive 
committee. 


Formation of International Fertility As- 
sociation: On October 18, 1951, in Rio de 
Janeiro, Brazil, delegates from twelve na- 
tions founded a new world medical society 
known as the International Fertility Associa- 
tion. The First World Congress on Fertility 
and Sterility to be sponsored by the new 
society will be held in conjunction with the 
American Society for the Study of Sterility 
in May, 1953, in New York City. For infor- 
mation about the association and the Con- 
gress communicate with Dr. Carlos D. 
Guerrero, Secretary-General, Miguel E. Schulz 
No. 19, Mexico, D.F., or to Dr. Abner I. 
Weisman, Associate Secretary-General, 1160 
Fifth Avenue, New York. 


William Harvey’s Remains May Be Moved: 
The Lancet reports that a request to remove 
the remains of William Harvey from his 
birthplace at Folkestone, England, because of 
the bad state of repair of the church in which 
they are presently housed, has been enter- 
tained. Several suitable places have been pro- 
posed such as Canterbury Cathedral, West- 
minster Abbey, and St. Bartholomew’s Hos- 
pital, London. The removal has been opposed 
by the Bishop of Colchester inasmuch as 
Harvey was buried in the present location 
at his own request. 
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Medical Editors of the World Meeting: 
After the Sixth General Assembly of The 
World Medical Association in Athens, Greece, 
October 12 to 16, 1952, there will be a meet- 
ing of the Medical Editors of the World on 
Friday, October 17. The meeting held in 
Stockholm in connection with the Fifth Gen- 
eral Assembly was so successful that it was 
decided to hold a similar meeting this year. 
Communications about the meeting should be 
addressed to Dr. Louis H. Bauer, Secretary- 
General of The World Medical Association, 
at 2 East 103rd Street, New York 29. 
Among the subjects for discussion at the 
editors’ meeting will be ‘Medical-Political 
Editorials”; “Control of Advertising in Medi- 
cal Publications”; ‘The Extension of Medical 
Information through Abstract Services”; and 
“Medical Publications in Latin America.” 
There will also be round table discussion of 
practical matters of medical publications to 
include authors’ reprints, exchanges, etc. 


Medical Maps Issued: The Medical Geog- 
raphy Department of the American Geograph- 
ical Society is producing medical maps at the 
rate of four a year. The department was 
established four years ago. It plans to publish 
a comprehensive “World Atlas of Diseases,” 
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and five maps have already been completed— 
on Poliomyelitis, Cholera, Malaria, Helmin- 
thiases, Yellow Fever, and Dengue. 

The American Geographical Society is cele- 
brating its hundredth birthday this year. 


Photographic Atlas Devised: Stanford 
University reports that it has in use a re- 
markable photographic atlas of human ana- 
tomy that may revolutionize medical educa- 
tion. About 65 first-year medical students are 
using the first section of the atlas in their 
studies of neurology. This section is com- 
prised of 238 three-dimensional color trans- 
parencies showing progressive dissections of 
the central nervous system. The four-volume 
Section 1 of the atlas is now available to the 
medical profession. It has just been published 
as the first of seven sections that will com- 
plete “A Stereoscopic Atlas of Human Ana- 
tomy.” Dr. David L. Bassett, associate pro- 
fessor of anatomy at Stanford, is the author. 
The stereoscopic color photographs are by 
William B. Gruber, chief research engineer 
for Sawyers, Inc., the publisher. 

California doctors had a chance to see the 
atlas at the annual California Medical Asso- 
ciation meeting in Los Angeles which started 
April 27. 


Las becas corresponden: 


Bahia. 


noviembro, inclusive. 


aceptaran becarios. 


Colégio Internacional de Cirujanos Capitulo Argentino 
Becas Externas 
(Para el Brasil) 
El Capitulo Brasilero del Colégio Internacional de Cirujanos ortogara anual- 
mente tres becas para universitarios argentinos. 


Una para Cirugia Tordcica en Rio de Janeiro, San Pablo, o Santos. 
Una para Cirugia Abdominal en Rio de Janeiro, San Pablo, Santos, 


Una para Especialidad Quirurgica, Anestesiologia, Radiologia, Organiza- 
cion Sanitaria, en Rio de Janeiro, San Pablo, Santos, etc. 
“Las becas durardn un mes, prorrogable a dos, entre los meses de abril y 


Consistiran en alojamiento y comida gratuitos y 2.000 (dos mil) cruzeiros 
mensuales en concepto de viaticos. Las autoridades del Capitulo Brasilero remi- 
tiran anualmente al Capitulo Argentino, la lista de los servicios hospitalarios que 


El] Capitulo Argentino realizard la seleccién correspondiente y propondra los 
nombres antes del 10 de abril de cada ano. 
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Books 


Aberrations of Sexual Life. After the 
Psychopathia Sexualis of Dr. R. v. Krafft- 
Ebing. Edited by Alexander Hartwich. Trans- 
lated from the German by A. V. Burbury. 
London and New York: Staples Press, 1951. 
Pp. 345. 

Nobody will deny: the medico-historical 
value of Krafft-Ebing’s work, and a reprint 
of his Psychopathia Sexualis is a meritorious 
task. Dr. Hartwich has tried, with some suc- 
cess, to bring the subject up to date by taking 
results of new research in endocrinology and 
psychopathology into account, and by inject- 
ing cautious psychoanalytical interpretations 
into the discussion of perversions. Such a 
work must necessarily suffer from inequities. 
Cutting and revising great parts of Krafft- 
Ebing’s original book means that much of its 
charm was lost; on the other hand, some of 
its obsolete features have not been eliminated. 
Most of the case histories are limited to a 
brief factual enumeration of the perversities; 
they give very little information about the 
patient’s character and family background 
and the social, psychological and emotional 
development which ultimately led to his sexual 
neurosis. 

On the whole, the approach of the author 
to the difficult subject of sexual pathology is 
sympathetic, but occasional relapses into a 
moralistic attitude do occur, e.g., remarks 
like that on page 90: “It is very lamentable 
that it is precisely persons of high culture in 
their riper years who frequently prove un- 
able to refrain from paedophilous inclina- 
tions.” It also seems to me unjustified to print, 
in a modern edition, large parts of the text, 
sometimes whole case histories, in Latin, so 
that even a reader who has studied classical 
Latin cannot understand the book without 
consulting a dictionary. Fear of the censor 
can hardly be the reason, since once in awhile 
there is an elaborate English description of 
a perverse aberration. In fact, the author’s 
choice of language is quite arbitrary. A 
whore may. be called a whore in plain English, 
but a virgin is always bashfully spoken of 
as virgo intacta. Really annoying is the fre- 
quent mixture of both languages in the same 
sentence, such as ‘‘Coitus cum femina was 
never sought; on the contrary there was real 
horror feminae.” Thus’ often monstrous 
phrases ensue, such as these from page 188: 
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“She slashed out at him with a whip, set her 
foot on his throat, face, mouth, until he 
availed himself of the occasion in order 
secretum inter digitos nudos pedis eius bene 
olens exsugere. In order to further substan- 
tiate the deception he used swa propria secreta 
pedum, bringing these under his nose. In this 
ecstasy he perceived a _ splendid perfume 
whereas at other times he used to find 
sudorem proprium non bene olenten.” 

If ever a new edition is comtemplated, it 
should be written either in Latin or in Eng- 
lish. 

ERNST HAASE, M.D. 


Pathology of the Fetus and the Newborn. 
By Edith L. Potter. 1952, Chicago: The Year- 
book Publishers, Inc., 1952. Pp. 574, with 601 
illustrations. 

This informative book has filled a genuine 
need. Until now the subject dealt with in 
this book has been spread meagerly in text- 
books on obstetrics, pathology and pediatrics. 
Yet gynecologists and obstetricians have been 
clamoring for such a book these many years. 
It happens too often that a patient with 
threatened abortion is sent to the hospital, 
where the fetus and placenta are spontane- 
ously expelled and sent to the laboratory for 
examination. Very often the pathologic re- 
ports read “fetus, 10 cm. in length, with 
placenta attached”, as if one had not known 
that before. The obstetrician almost never 
gets any help from the laboratory as to the 
reasons why the abortion occurred or whether 
the anatomic structure of the fetus or the 
placenta was normal or abnormal. A woman 
who is made to understand that the mishap 
was due to a malformation of either the 
placenta or the fetus will not be half as de- 
pressed as she would be in thinking that she 
has lost a perfectly normal baby. 

Dr. Potter, who gained world-wide recog- 
nition through her work on the Rh factor and 
erythroblastosis of the newborn, has given the 
medical profession a masterpiece. In it are 
presented the pathologic conditions of the 
placenta that may contribute to early expul- 
sion of the conceptus. The photographs of 
some of the fetuses are exceptionally good 
and clear and will provide the obstetrician 
with a guide in judging whether the cause 
for the abortion must be sought in the ma- 
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then presents valuable chapter, profusely il- 
lustrated, of babies who died or were injured 
from birth trauma. Most interesting and 
almost unique is the chapter on “Maternal 
Infections in the Antenatal Period and Their 
Transmission to the Baby”; likewise, tumors 
of the newborn, which every obstetrician en- 
counters once in a while, are well presented 
and illustrated. 

The larger part of the book is devoted to 
various malformations that may occur in the 
different parts of the body. This reviewer 
feels that he has never seen a book in which 
this part of human genetics is dealt with so 
thoroughly and _ systematically. Dr. Potter 
should be congratulated for this valuable addi- 
tion to the American literature. 

The makeup of the book, the print, and the 
reproduction of the numerous photographs are 
excellent. The work is warmly recommended 
to the physician who has obstetric or pedi- 
atric patients; it is a “must” for the ob- 
stetrician or the pediatrician. 

WERNER STEINBERG, M.D. 


Physical Medicine and Rehabilitation for 
the Clinician. By Frank H. Krusen, Phila- 
delphia and London. W. B. Saunders Com- 
pany, 1951. Pp. 371, with 96 illustrations and 
13 tables. 

A pioneer and leader in the field of physical 
medicine and for many years Chief of the 
Division of Physical Medicine at the Mayo 
Clinic, Frank H. Krusen is eminently quali- 
fied to edit a book on this subject. In the 
preparation of the material to be found in 
this carefully edited volume of 371 pages, 
twenty-four contributors, including doctors of 
physical medicine, physical therapists, an oc- 
cupational therapist, and a prominent ortho- 
pedic surgeon, have each written one or more 
chapters. 

This textbook was developed from a series 
of lectures on physical medicine and rehabili- 
tation prepared for the American College of 
Physicians and designed especially to acquaint 
the average clinician with all the phases of 
a new and rapidly developing special branch 
of medicine. Until comparatively recently, pa- 
tients who were given the benefit of the vari- 
ous types of treatment provided in physical 
medicine were kept under the strict control 
of a referring physician. Diagnoses were 
‘made by internists, surgeons or orthopedic 
surgeons, and if these physicians believed that 


ternal organism or in the fetus itself. She ~ 
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the patient could be helped by some type of 
physical medicine he was referred to a physi- 
cal therapy department. Rarely was a doctor 
of physical medicine called in even as a con- 
sultant. In part, as result of the tremendous 
impact made by the doctors of physical medi- 
cine during World War II, when the medical 
departments of each branch of the service 
set up separate divisions of rehabilitation 
and/or physical medicine on a par with other 
specialty departments in each general hospital, 
there has been a marked change in the atti- 
tude toward physicial medicine and rehabil- 
itation. Today, doctors or physicial medicine 
are demanding and in some instances obtain- 
ing beds or complete units for their patients 
in the hospitals in which they work. From a 
department or division rendering treatment 
only, the departments of physical medicine 
have become complete units where patients 
are sent for diagnosis and treatment. Whether 
or not this is a desirable departure, only time 
can tell. 

This well written but not too well illustrated 
text and reference book has been divided by 
the Editor into four sections. Section One, 
with twelve chapters, deals with the therapeu- 
tic application of physical agents and pro- 
cedures. In each of these chapters certain 
principles or methods of treatment and their 
various uses and applications are described. 
Section Two deals with diagnostic applica- 
tions of physical agents and procedures. There 
are only four chapters, and this is the weakest 
section of the book. The methods of diagnosis 
described include electrodiagnostic proce- 
dures; simple muscle testing in the clinical 
evaluation of pain; skin resistance testing in 
neurologic diagnosis, and studies of the circu- 
lation as evidenced by measurements of the 
temperatures of the skin in health and disease. 
Section Three, with seventeen chapters, dis- 
cusses the clinical aspects of physical medicine 
and rehabilitation in general and with respect 
to specific disease entities, such as arthritis, 
backache, painful shoulder and poliomyelitis. 
Section Four discusses under six - separate 
chapter headings the fundamentals of anat- 
omy, therapeutic exercise and physiology as 
related to physical medicine and rehabilita- 
tion. This section is perhaps the most valu- 
able to the physician who is interested in 
scientific facts as related to medicine. 

Those who read this book carefully and 
thoughtfully will obtain much valuable in- 
formation. 

EDWARD L. COMPERE, M.D. 
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Abstracts from Current Literature 


The Imbibition of Fluid as a Cause of Herni- 
ation of the Nucleus Pulposus. Charnley, 
J.: Lancet 1:124-127, (Jan. 19) 1952. 

The author studied the nucleus pulposus 
under varying conditions with a view toward 
determining whether an increase in pressure 
or tension within the.nucleus pulposus could 
result in outward bulging. To do this, the 
lumbar portion of the spine obtained from the 
cadaver was subjected to immersion in saline 
solution and to freezing. A rather ingenious 
device was used, by which an increase in 
pressure within the nucleus pulposus resulted 
in a detectable change in a plethysmograph. 
Controls were used to check the accuracy of 
the results obtained. 

The nucleus pulposus has been shown to 
contain a mucopolypeptide having hydrophilic 
properties. It is suggested that under certain 
conditions the nucleus may acquire an ab- 
normally high amount of fluid and as a result 
achieve an abnormally high internal pressure. 
This sudden increase in tension within the 
disc would then account for, or rather produce, 
an acute attack of lumbago. Once the pressure 
within the nucleus pulposus rises, a spon- 
taneous protrusion may begin. Thereafter 
some trivial injury is apt to complete the 
bursting of the annulus, resulting in external 
protrusion of the disc with impingement on 
the nerve roots. The picture of lumbago would 
then become one of sciatica. 

If the concept proposed by the author can 
be shown to be correct, medical treatment to 
prevent or to decrease the tension within the 
nucleus pulposus may be feasible. 

M. O. CANTOR, M.D. 


Cyclodialysis. Dr. Allen, J. H.: Southern M. 

J. 44:931, 1951. 

Dr. Allen presents a simplified technic for 
cyclodialysis. It has the advantages of re- 
ducing trauma and danger of hemorrhage. It 
does not interfere with the performance of 
an external filtering operation at a later date 
if that should become necessary. At the same 
time, it causes much less disturbance in the 
appearance of the eye. The operation may 
be repeated if not entirely successful on the 
first or even the second attempt; therefore, 
it is beginning to be considered the initial 
method of surgical treatment of glaucoma. 


A radial incision of the sclera at the limbu: 
permits separation of the ciliary body fron 
the scleral spur by the Laird spatula ove: 
almost half the extent of the spur. This allows 
the spatula tip to be kept in view through the 
margin of the cornea at all times. An iri- 
dotomy or an iridectomy can easily be per- 
formed through the limbal incision after the 
cyclodialysis. 

C. M. WARREN, JR., M.D. 


Diabetic Gangrene. Grunberg, A.: Brit. M. 

J. 2:1254-1257, (Nov. 24) 1951. 

From an experience acquired in the treat- 
ment of 50 cases of diabetic gangrene, the 
author attempts to show that conservative 
surgical treatment has a definite place in the 
treatment of this disorder and that in most 
cases it will give the patient a useful limb, 
with a minimum of disability. This work was 
actuated by the tendency among many sur- 
geons to proceed at once to a radical pro- 
cedure, such as midthigh amputation, when 
dealing with this type of problem. 

Cases of diabetic gangrene are divided up 
into two main types: (1) cases in which in- 
fection is the primary factor and (2) cases in 
which occlusive vascular disease is the primary 
factor. 

In the author’s opinion the treatment of 
diabetic gangrene, regardless of the stage 
of advancement, should be conservative. It 
has been his experience that limited surgical 
intervention, aided by chemotherapy and anti- 
biotics, will obviate the necessity for ampu- 
tation in a large number of patients. The 
routine employed by the author is as follows: 
(1) injection of penicillin or streptomycin, 
(2) adequate control of the diabetes and 
(3) roentgen examination of the foot. The 
presence or absence of bone necrosis is a guide 
to the extent of surgical treatment. If there 
is no necrosis, a purely conservative proce- 
dure, consisting of the removal of necrotic 
tissue and the laying open of infected pockets 
and tracts, is the method used. The wound 
is cleaned with peroxide of hydrogen, after 
which methylated ether is applied. The final 
dressing is of tulle gras, with or without local 
penicillin. If there is roentgen evidence of 
bone necrosis, the affected toe or toes, with 
their metatarsals, should be amputated. When 
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the devitalized and infected tissues are re- 
moved completely and there is free hemorrhage 
from the wound edges after excision, there 
is generally a satisfactory result, with preser- 
vation of the limb. 

The concept on which this conservative 
treatment is based is the observation that the 
diabetic state tends to stimulate the formation 
of collateral circulation. As a result the col- 
lateral circulation is often well established 
when the crisis of peripheral vascular throm- 
iosis occurs. When, therefore, complete ob- 
-truction occurs in the smaller vessels in the 
ioot, this collateral circulation maintains satis- 
factory nutrition in the neighboring region. 
Control of infection, then, in the affected toe, 
cither by simple débridement and drainage 
or by local amputation, will prevent spread 
\o adjacent parts and thus hinder the throm- 
bosis in the vessels that are still patent. 

In the nondiabetic patient with senile medial 
vessel sclerosis, however, if a thrombus sud- 
denly develops in one of the large vessels, 
there is no compensatory mechanism, and as 
a result widespread necrosis takes place below 
the level of the vascular occlusion. 

M. O. CANTOR, M.D. 


Cervix Ring Biopsy Technique. By Latour, 
J. P. A.: Surg., Gynec. & Obst. 94:270, 1952. 
Surgery, Gynecology and Obstetrics, 1952, 
94, 270. 

A complete cervix ring biopsy diagnostic 
technic is described and recommended in this 
article. During the past decade the vaginal 
or cervical cytologic picture has been estab- 
lished as a useful adjunct in gynecologic diag- 
nosis. The majority of the larger gynecologic 
clinics in America now use this form of in- 
vestigation as a screening or diagnostic 
method. Perusal of the published statistics of 
well-established cytologic laboratories makes 
it evident that the diagnostic accuracy of this 
method is high and reliable. 

The technic has yielded many gratifying 
“finds” and: will undoubtedly improve the 
five-year salvage rate by bringing patients 
to the doctor for treatment at an earlier stage. 

EDMUND LIssAcK, M.D. 


Evaluation of the End Results in Surgical 
Management of Chronic Duodenal Ulcers 
For The Past Twenty Years. Hinton, J. W., 
Rev. Gastroenterol. 18:769-778, 1951. 


Duodenal ulcer is a medical problem, and 


ABSTRACTS 


only the complicated ulcer should be con- 
sidered a surgical problem. Too early surgical 
intervention causes too many bad results. 
Prior to 1933, in a series of cases in which 
the short-circuiting operation was performed, 
good results were obtained in only 20 per 
cent, based on follow-up studies over a period 
of one and seven-tenths years. This led to 
abandonment of the short-circuiting opera- 
tion in favor of subtotal resection. It was 
then learned that many patients had chronic 
penetrating posterior ulcers and pancreatitis, 
which explained the failures of the short- 
circuiting operation. The percentage of good 
results immediately jumped to 90. With the 
introduction of vagotomy there were undesir- 
able side effects (intermittent diarrhea, flatu- 
lence and cardiospasm), which produced par- 
tial disability. After subtotal resection with 
complementary vagotomy good results were 
obtained in 44 per cent of cases. In the group 
with subtotal resection alone, without vago- 
tomy, there were good results in 72 per cent. 
The author, on the basis of this experience, 
expresses the opinion that the best results 
are now obtained by subtotal resection, with 
removal of the ulcer in toto and without 
vagotomy. 
E. Boyer, M.D. 


Intra-Ocular Acrylic Lenses after Cataract 
Extraction. Ridley, H.: Lancet 1:118, 1952. 
The author has used artificial intraocular 

acrylic lenses after cataract extraction in 25 

cases. He has obtained excellent results in 

22. In the first 2 cases the results were not 

satisfactory, as the lenses were too strong, 

and in the third case glaucoma developed in 

a feeble man owing to adhesion of the iris 

to the cornea. 

The operation is particularly useful for 
monocular or nearly monocular cataract. By 
no other method is it possible to restore al- 
most perfect binocular vision. 

The operation is performed in one stage, 
extracapsular extraction being employed as a 
rule. The acrylic lens is inserted beneath the 
lower part of the iris. The hook is then used 
to manipulate the iris over the lens above and 
laterally. 

One lens has been in an eye for two years 
without causing irritation. The technic is 
still in its early stages and will require further 


study. 
C. M. WARREN, JR., M.D. 
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ous. Etzine, S., and Wolff, J. E.: S. A. M. J., 
S. A. Tydskrif vir Geneeskunde 25 :304, 1951. 

Herniation of the vitreous body into the 
anterior chamber of the eye is known as an 
internal prolapse. The localized or sacculated 
form, following cubluxation of the lens, is 
rare. Apparently fewer than 20 cases have 
been reported, and only in the English lan- 
guage. 

In the 3 cases in this paper, prolapse of the 
vitreous was the result of industrial accidents. 
Severe trauma was the cause of most of the 
cases recorded in the literature. 

In 2 of the patients described by Etzine 
and Wolff the prolapse was on the nasal side, 
where the eye is well protected from many 
forms of direct trauma. Nevertheless, it was 
difficult or impossible to make the diagnosis 
without examination by the slit lamp micro- 
scope. This makes it possible that the con- 
dition is sometimes missed by observers who 
do not use this instrument and suggests that 
the lesion is more common than is indicated. 

The mechanism of the production of this 
type of vitreous prolapse has not been much 
discussed in the literature. It is evident that 
the appearance of vitreous in the anterior 
chamber in cases of this nature must be pre- 
ceded by a solution in the continuity of the 
zonular ligament. Such a break could theo- 
retically be produced by a force acting either 
in front of the ligament or behind it. 

S. A. Z. 


The Origin and Significance of Macro- 
scopic Intervillous Coagulation Hematomas 
(Red Infarcts) of the Human Placenta. By 
Javert, C. T.; and Reiss, C.: Surg., Gynec. & 
Obst. 94:257, 1952. 

The term “intervillous coagulation hema- 
toma” is regarded as synonymous with “pla- 
cental hematoma,” the “red infarct” and the 
acute hemorrhagic infarct, as well as inter- 
villous thrombosis. The authors studied a total 
of 1,901 placentas of early, middle and late 
pregnancy. The average gross incidence was 
7 per cent in placentas up to twenty-two weeks’ 
gestation, and 28 per cent in placentas of the 
second half of pregnancy. The incidence for 
normal pregnancy was 24 per cent; in 76 per 
cent no macroscopic lesions were observed. 

The hematomas were observed singly and 
in numbers up to 20. Fresh lesions had cyto- 
logically recognizable nucleated red cells in 
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Sacculated Internal Prolapse of the Vitre- 
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15 per cent of the cases, with higher pe: - 
centages in the early stages of pregnanc 
and erythroblastosis when the fetus showe:! 
normoblastemia. 

The probable role of the intervillous hem: - 
toma in relation to Rh isoimmunization o/ 
the mother was considered. 

Prophylactic treatment is speculative at 
present. A therapeutic regimen employed for 


_a few patients promised good results. Further 


studies are indicated. 
EDMUND LISSACK, M.D. 


A Rare Case of Acquired Interstitial Inguinal 
Hernia Simulating a Spontaneous Ventral 
Hernia. DiMaggio, C., Minerva Chir. 6 :323, 
1951. 

The case is reported of a man aged 49 
who had a small tumefaction in the right 
lower quadrant of the abdomen, reducible in 
the supine position and of two years’ dura- 
tion. Examination disclosed a_ reducible 
lemon-sized mass emerging from the right 
inguinal triangle, ascending between the sub- 
cutaneous tissue and the musculature of the 
anterior abdominal wall and reaching the in- 
fraperiumbilical region lateral to an old right 
rectus scar. 

On exploration, the sac was mobilized from 
above downward. Its anatomic origin or neck 
was located at the external abdominal ring. 
The sac was excised and the stump closed 
with a purse-string suture. A Bassini type 
of repair was executed, and the wound was 
closed in layers. The patient made an un- 
eventful recovery. 

The author enumerates the following the- 
ories in the mechanism of interstitial inguinal 
hernia: (1) anomalous descent of testes, (2) 
anomalous conformation of the inguinal 
canal, (3) congenital impermeability of the 
homolateral scrotum and (4) _ persistent 
patency of the tunica vaginalis. Moreover. 
stenosis of the external abdominal ring wit! 
concommitant congenital weakness of the ex- 
ternal aponeurosis may also permit a give) 
indirect inguinal hernia to emerge upwar< 
between the abdominal parietes; hence, an ad- 
ditional factor in the production of this rar 
hernia. 

The article contains an adequate discussio: 
of the differential diagnosis and surgica 
therapy. The methods of repair recommende: 
by Bastianelli, Novarro, Licini, Lusena an 
others are also briefly noted. 

S. L. GOVERNALE, M.D. 
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Determination of the Velocity of Circulating 
Blood with Endoarterial Injection of Fluo- 
rescent Substance in the Use of Peripheral 
Arteriography of the Extremities. Tattoni, 
G., and Pizzigoni, E., Minerva Chir. 6:571, 

1951. 

The authors have inaugurated an investi- 
zation of fluorescent substance injected intra- 
irterially for the study of peripheral vascular 
diseases. Most of the previous similar studies 
have been performed by venous routes; the 
oresent observation differs in that arterio- 
zraphic investigation is accomplished by the 
injection ‘of 5 cc. of 10 per cent fluorine in 
che femoral artery. The injection, to achieve 
uniformity in assessing the arteriopathic con- 
dition is complete in six seconds. Scarifica- 
tion of the skin is recommended. Linear scar- 
ification commences from the inner aspect of 
the groin and proceeds to the base of the first 
metatarsal to aid in determining the speed 
of the injection. 

Protocols of 32 cases are included. Three 
of the patients were normal subjects used to 
evaluate the relative speed of fluorescent sub- 
stance when injected arterially, and 29 were 
affected with various disease entities. Each 
of the case reports is illustrated by a sche- 
matic peripheral vascular pattern, an account 
of the technic of the injection and of the time 
necessary for the fluorescent material to reach 
the big toe, and a detailed study of the ar- 
teriographic interpretation. 

In the authors’ conclusions one is impressed 
with the statement that arteriographic study 
with fluorescein is far more reliable, quicker 
and less toxic than the time honored hista- 
mine technic so widely employed in recent 
years. Retardation in the appearance of 
fluorescent substance intra-arterially, plus 
narrowing of the femoral, popliteal or tibial 
arteries, provides the criteria of vascular ab- 
normality as interpreted by the writers. In the 
normal circulation of an adult lower extrem- 
ity it takes eleven seconds for the fluorescein 
to reach the base of the first metatarsal. 

S. L. GOVERNALE, M.D. 


Cancer de la Vesicula Biliar. Gravano, Luis: 

Dia Med. 23:2605, 1951. 

Dr. Gravano describes his experience with 
a case of inoperable cancer of the gallblad- 
der in a patient who had had gallstones for 
ten years. On the basis of his experience and 
a study of the literature he concludes that 
routine cholecystectomy (with an average 
mortality rate of only 1.5 per cent) may be 
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highly advisable in all patients older than 
40 who suffer from cholelithiasis. This is 
especially true since the diagnosis of cancer 
of the gallbladder is always made late when 
metastases, ascites, or late pressure signs, 
caused by the tumor, become manifest. In 
such instances the adjacent liver bed and 
other structures (stomach, duodenum, pan- 
creas) are involved, making the condition in- 
operable. 
RICHARD A. LEONARDO, M.D. 


Can Resistance to Cancer Be Induced? Stone, 
H. B.; Curtis, R. M., and Brewer, J. H.; 
Ann. Surg. 134:519, 1951. 

This report deals with the authors’ experi- 
ence in attempting to induce resistance to con- 
cer in mice by the injection of cancer cells 
which had been killed by freezing without 
destroying their assumed antigenic ability to 
develop a specific resistance against not only 
dead but living cells of the same kind. 

In a series of experiments using mice of 
a strain known to be highly susceptible to 
the implantation of mammary cancer occur- 
ing naturally in members of their own strain, 
mouse carcinoma 180, a virus-induced cancer, 
was the selected agent. 

Although the authors were careful to re- 
frain from drawing conclusions, their pub- 
lished results are highly suggestive that re- 
sistance to cancer may be thus induced. 

They report also 3 cases of extremely un- 
favorable breast carcinoma human subjects, 
in whom regression was sought by the sub- 
cutaneous implantation of refrigerated tiny 
cubes of the patient’s own cancer in 2 cases 
and breast cancer tissue originating in an- 
other patient in the third. 

The results are statistically without value 
or significance, although the patient in Case 
3, 73 years of age and with axillary metas- 
tasis, is still living more than three and one- 
half years after operation. It is most impor- 
tant to observe that one of her subcutaneous 
implants was excised twenty-one months after 
operation and was reported as “metastatic 
adenocarcinoma”. Whatever the explanation 
of this unusual tumor resulting from the im- 
planted frozen material, it is clear that this 
element of hazard should restrict further 
human experiments to cases like those here 
described. 

Further study of the effects of mechanical 
break-up and low temperature on the viability 
of tumor tissue is warranted. 

THOMAS WILENSKY, M.D. 
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Recurrence Rates of Lateral Inguinal Hernia 
in Adults. Borgstrom, S.: Acta Chir. Scan- 
dinavica 101:429-443, 1951. 


The author reviewed, by means of a ques- 
tionnaire, the results obtained in the treat- 
ment of acquired unilateral inguinal hernia at 
the Surgical Clinic at Lund over a thirteen- 
year period, from 1936 to 1948, during which 
980 patients were treated for this disorder. 
Out of the 980, only 744 patients answered the 
questionnaire. The basis of this report, then, 
consists of 744 patients. 

In reviewing the questionnaires an attempt 
was made to correlate the recurrence inci- 
dence with various factors. These were 
roughly divided into two groups: 1. Factors 
that could not be influenced. In this group 
would appear such factors as the age and 
weight of the patient, his type of work, and 
the size of the hernia. 2. Factors that could 
be influenced. In this group were found the 
method of operation and the surgeons per- 
forming it; also the periods of recumbency, 
hospitalization and convalescence. 

A critical analysis of the returns revealed 
that some fairly reasonable conclusions could 
be drawn. The overall recurrence rate was 
11.8 per cent. Fifty-five per cent of recur- 
rences took place within a year of operation, 
and 87 per cent occurred within five years. 

Of the factors that could not be influenced, 
the patient’s age and weight at the time of 
operation were shown to play little or no part 
in the recurrence. Manual workers had a 
lower recurrence rate than did white collar 
workers. For manual workers, also, the in- 
cidence of recurrence was directly propor- 
tionate to the size of the hernia. Among non- 
manual workers no such parallelism could be 
shown. 

Of the factors that could be influenced, the 
method of operation was shown to be of some 
importance. Recurrence after operation by 
the Halstead method was probably less fre- 
quent than after employment of the Bassini 
method. In addition, the less experienced the 
surgeon, the higher was the recurrence rate. 
From this one must conclude that inguinal 
herniorrhaphy is not to be undertaken lightly 
or considered good training for the embryo 


surgeon. 

With regard to the postoperative period of 
recumbency, the author found that in his 
material the patients with the shortest re- 
cumbency periods showed the highest recur- 
rence rate. From this the author concludes 
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that the justification for early ambulation 
should be reconsidered. 

For both manual and nonmanual worker: 
an increased recurrence rate was observed i) 
proportion to the duration of convalescence, 
the lowest rate being associated with patient: 
whose convalescence period was at most four 
weeks. He concludes from this that no in- 
creased risk of recurrence would exist if the 
patient were discharged earlier than hereto- 
fore after an uncomplicated operation for 


hernia. 
M. O. CANTOR, M.D. 


Lipomatous Hypertrophy of the Ileocecal 
Valve. Edwards, Monte, and Zangara, 
Henry: Am. J. Surg. 82:533, 1951. 

The authors report 2 cases of diffuse non- 
encapsulated lipomatosis of the ileocecal valve 
treated by bowel resection. 

The clinical symptoms are inconstant and 
unobtrusive except when crampy pain indi- 
cating some degree of obstruction is present. 
Unencapsulated accumulations of fat involv- 
ing the ileocecal valve in sufficient quantity 
to produce symptoms and_ roentgenologic 
changes have been described previously by 
roentgenologists, and it is to them that the 
clinicians must turn for assistance in the in- 
vestigation of these uncommon cases. 

The usual roentgenologically revealed de- 
formity is a~rather deep indentation of the 
medial wall of the cecum at the site of the 
ileocecal valve. After evacuation a filling de- 
fect may be recognized. Surgical intervention 
is justified, because a neoplasm must be sus- 
pected. Exploration in both cases revealed a 
rather soft, elusive mass in the area of the 
ileocecal valve. In the first case cecotomy was 
done and the peculiar fatty infiltration, en- 
larging the valve to the size of a small cruller 
and prolapsing into and almost occluding the 
intestinal lumen, was visualized. Resection 
was then selected as the treatment of choice. 

The authors express some misgivings as 
to the fairly radical treatment employed by 
them in the correction of this benign lesion. 
They justify their management by maintain- 
ing that preoperative distinction between this 
lesion and a pedunculated tumor or even car- 
cinoma is uncertain. Also, resection is the 
best method for ridding the body of the lesion 
and passible future complications such as in- 
tussusception or obstruction. With these state- 
ments this reviewer is in complete accord. 

THOMAS WILENSKY, M.D. 
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Electrocardiographic Disorders in the 
Course of Surgical Interventions (Perturba- 
ciones Electro-Cardiograficas En El Curso De 
Las Intervenciones Quirurgicas). Legrand, 
R.; Desrulles, D. S., and Manowrier, D., 
Presse Med. 36:742, 1951. 

Electrocardiographic reading during an op- 
eration is something novel. It is the outgrowth 
of improvements in the anesthetic and opera- 
tive technics that have permitted long and 
difficult operations, especially in the cardio- 
vascular and thoracic fields. Cardiographic 
readings have been made in twenty different 
types of ‘operations, and the results summar- 
ized in this paper. Some of the electric dis- 
turbances observed were related to anesthesia 
and others to surgical manipulation. The 
modifications recorded were extraystoles, nodal 
rhythm and complete arrhythmia. It is be- 
lieved that some of the disturbances are attrib- 
utable to the presence of reflexogenic zones, 
such as the upper part of the respiratory tract, 
the gallbladder, bone tissue, etc. These zones, 
however, are insufficiently defined. It is con- 
cluded that more precise knowledge should be 
acquired toward the inhibition of reflexogenic 
zones in the course of surgical procedures. 

S. A. Z. 


Renal Lithiasis: A New Concept Concerning 
Etiology, Prevention, and Treatment. Butt, 
A. J. Hauser, E. A.; Seifter, J., and Perry, 
J. Q., South. M. J. 45:391-388, (May) 1952. 
Urine is a highly saturated solution of ex- 

tremely complex composition. The unusual 

solubility of the stone-forming salts depends 
upon the presence of certain colloids that pre- 
vent precipitation of salts and other colloids. 

If this protective power of colloids is dimin- 

ished, urinary deposits will form much more 

readily. The urine of 680 patients was studied 
by means of ultramicroscopic examination, 
determination of the electrical charge car- 
ried by the colloidal particles, determination 
of surface tension, and _ photoultramicro- 
graphic examination. These studies revealed 
that the degree of protective colloid activity 
present in the urine was nearly inversely 
proportional to the incidence of stones. The 

Negro is relatively immune to renal lithiasis. 

It was observed that the concentration of 

ultramicroscopically visible colloidal particles 

in urine from Negroes greatly surpassed the 
concentration of such colloidal particles in the 
urine of white subjects. A similar picture 
is observed in the urine of pregnant women. 
It is noted that hyaluronidase, when in- 
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jected subcutaneously, was a protective col- 
loid that acted to disperse minute particles 
suspended in the urine, thus preventing stone 
formation. This action is thought to be in- 
direct, in that the hyaluronidase releases 
hyaluronic acid from the itssue. This hyal- 
uronic acid is eliminated through the kidney 
and acts as a protective colloid in the urine. 
Clinical experience with hyaluronidase has re- 
sulted in the prevention of stone -formation 
or reformation in patients in whom, previ- 
ously, the rapid formation of stones had been 
observed. 

The role of protective colloids in the cause 
and prevention of renal lithiasis is correlated 
with generally accepted factors important in 
calculus formation, such as urinary stasis and 
infection, vitamin A deficiency, and Randall 
placques on the renal epithelium. 

E. Boyer, M.D., Ph.D. 


Observation on the Temperature of the 
Human Rectum. Grayson, J.; Brit. M. J. 
2:1379-1382 (Dec. 6) 1951. 

The rectal temperature and the rectal blood 
flow were studied by the author, who used 
a thermoelectric apparatus consisting of a 
copper-constantan thermocouple, a _ delicate 
moving-coil mirror galvanometer, a slit-lamp 
and a scale. The movements of the light on 
the scale were recorded continuously on a 
kymograph by means of a manually operated 
mechanical device. Temperature changes as 
low as 0.001 C. could be detected. 

It was shown that the rectal temperature 
and the rectal blood flow were intimately re- 
lated so far as changes in temperature were 
concerned. The external stimuli of heat and 
cold changes in rectal temperature coincident 
with the changes in rectal blood flow. Intra- 
venous epinephrine produced a diminution in 
rectal blood flow, cutaneous temperature and 
rectal temperature. Therefore the author con- 
cluded that changes in intestinal blood flow 
can cause changes in rectal temperature. The 
study simply demonstrated that rectal tem- 
perature, although a useful clinical indicator, 
is not truly representative of the tempera- 
ture at which the body tissues function, The 
fact that it can be affected by changes in the 
blood flow indicates that it is not even the 
highest temperature in the body. It must be 
considered, then, as representing simply one 
stage in the temperature gradient that exists 
between the organs of heat production and 
the organs of heat dissipation. 

M. O. CANTOR, M.D. 
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PROGRAMA 
DAS 
BOLSAS PARA UNIVERSITARIOS ARGENTINOS 
Em Sao Paulo — (Abril a Novembro) 
CIRURGIA ORTOPEDICA E TRAUMATOLOGIA 
Hospital das Clinicas (Servigo do Prof. Dr. Godoy Moreira). 
ANESTESIOLOGIA 
Hospital Central da Santa Casa de Misericordia de Sao Paulo—(Servi¢o do 
Dr. Roberto Araujo). 
CIRURGIA ABDOMINAL 
Sanatorio Sao Lucas (Dr. Eurico Branco Ribeiro). 
Nota—No Hospital das Clinicas nao foi possivel para este ano, fazer CIRURGIA 
TORAXICA, por estarem todos os alojamentos daquele Departamento, lotados. 
Somente conseguimos alojamento no Departamento de Ortopedio. 
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